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and tension in 


everyday practice 


nonaddictive, relatively nontoxic, well tolerated 
well suited for prolonged therapy 


no blood dyscrasias, liver toxicity, Parkinson-like 
syndrome or nasal stuffiness 


chemically unrelated to phenothiazine compounds 
and rauwolfia derivatives 


orally effective within 30 minutes for a period of 6 hours 


anxiety and tension states and muscle spasm 
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Festschrift Fir) CLARENCE B. FARRAR 


The present volume is dedicated to Dr. C. B. Farrar, Editor of Tine AMERI- 
CAN JOURNAL oF Psycutatry. We believe that every number of the JouRNAI 
has the imprint of Dr. Farrar’s great ability, wide perspective, and tolerance 
of views, and therefore can be considered a reminder as to Dr. larrar’s stature 
as editor. The Editorial Board nevertheless felt that The American Psychiatric 
Association and the Editorial Board of the JourNaAL should, by organizing this 
volume, express its appreciation and signal recognition of his work. 


In this number we have tried to assemble a number of papers devoted in 


their content to aspects of psychiatry which are close to Dr. Farrar’s heart. 
We have also printed one of Dr. Farrar’s outstanding articles on Psychotherapy, 
which gives a portrait of his wise and scholarly views on this subject. We have 
also included as a counterpart to this mental portrait a physical one, which was 
the most difficult undertaking in the organization of this volume, because of the 
great modesty of Dr. Farrar. 

The contributions of Dr. Farrar’s friends and some of his own contributions 
reprinted in the JouURNAL would clearly show Dr. Farrar as an eminent psychi 
atric scholar, an outstanding clinician, and a wise and effective editor. 

I would like to wish him, in the name of his many friends and admirers, 
many more years of work as Editor of the JouRNAL, and realization of some 
of his expectations in therapy and prevention in psychiatry. 


Paut M. Hocu, M.D., 
(juest Editor 
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1957 American Psychiatric Association Convention 


The members of The American Psychiatric Association have always shown interest in the 


Exhibit Sections of the meeting and, therefore, the exhibits have been carefully 
for newness ind ipplicability im this particular field of medic il practice You are 
invited to visit the «¢ xhibit sections ind any comments or suggestion ou have 
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Reiter’s unidirectional currents 


SUCCESSFUL IN RESISTANT CASES 
Patients resistant to all other electro-shock, insulin eee 
and lobotomy forms of therapy have been success- ae 
fully treated by modalities contained in Reiter’s 
Model RC-47D. With five ranges of amplitude- 
modulated unidirectional currents, the versatile 
RC-47D covers all established techniques. This 
model features: one-knob control; increased cur- 
rent efficiency ; control of breathing ; automatically 
reduced thrust; extreme ruggedness; minimized 
confusion. 
MODEL RC-47D PROVIDES FOR: 
CONVULSIVE THERAPY—full range 
e NON-CONVULSIVE THERAPIES 
ELECTRO-SLEEP THERAPY 
FOCAL TREATMENT—uwnilateral and bilateral 
MONO-POLAR TREATMENT—vnon-convulsive or convulsive 
BARBITURATE COMA and other respiratory problems 


ONLY REITER. THE ORIGINAL 
UNIDIRECTIONAL CURRENT 
ELECTROSTIMULATORS, ARE 
AUTHENTICALLY BACKED 

BY EXTENSIVE CLINICAL 
EXPERIENCE WITH OVER 200 
REFERENCES IN LITERATURE 
AND TEXT-BOOKS 


Visit booths 12 and 18 at the APA meeting. 


REUBEN REITER, Se.D. 


64 WEST 48th STREET, NEW YORK 36, N.Y. | 
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as a prelude to psychotherapy 
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PAINLESS SEDATION WITHOUT DRUGS 


Reiter’s neurostimulator, the SedAc, pro- 
vides a safe, soothing high frequency current. 
This gentle stimulation, when adjusted to the 
patient’s sensory tolerance, has proven most ae 
valuable in psychotherapy. : 

As a preliminary sedative for ECT, the 
SedAc dispells fear of treatment. Change over 
to ECT is immediate. The patient only remem- 
bers the soothing stimulation of the SedAc 
treatment. As no preconvulsive barbiturate 
sedation is necessary, risks of barbiturate 
anesthesia are completely avoided. 

There have been significant indications in 
the treatment of spastic and neurological cases. 

The SedAc is available for use with the 
RC-47D electrostimulator at $77.50, or with 
its own power unit at $225.00. 


REUBEN REITER, Se.D. 
64 WEST 48th STREET, NEW YORK 36, N. Y. 
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CONFUSION 


NICOZOL relieves mental 
confusion and deterioration, 
mild memory defects and 
abnormal behavior patterns 
in the aged. 


NICOZOL therapy will en- 
able your senile patients to 
live fuller, more useful lives. 
Rehabilitation from public 
and privateinstitutions may 
be accomplished for your 
mildly confused patients by 
treatment with the Nicozol 
formula, ! 2 


NICOZOL is supplied in cap- 
sule and elixir forms. Each 
capsule or '2 teaspoonful toa 


contains: 
Pentylenetetrazol. 100 mg. 


NORMAL 
Nicotinic Acid......50 mg. 
1. Levy, S., JAMA., 153:1260, 1953 BEHAVIOR 


2. Thompson, L., Procter R., 
North Carolina M., J., 15:596, 1954 PATTE RN 


WRITE for FREE NICOZOL 


DRUG SPECIALTIES, INC. 
WINSTON-SALEM 1, N. C. 


for professional samples of 
NICOZOL capsules and literature on 
NICOZOL for senile psychoses. 


Sole Distributors in California, The Brown Pharmaceutical Co., Los Angeles 
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INFLUENCING THE SAFETY 
OF ELECTROCONVULSIVE THERAPY 


. removes practically all of the previous risks inherent in the treatment.””' 


respiratory 
safety 


cardiovascular 
safety 


orthopedic 
safety 


over-all 
safety 


“...patients treated with this muscle relaxant, though often 
apneic, are readily ventilated with oxygen. Skin color remains 
excellent.’”’? 


“The most important [observation] is the elimination of 
hypoxia or anoxia.’”* 


“The arterial blood pressure is found to rise during the 
[unmodified] electroshock. When the muscular spasms and the 
asphyxia are eliminated with the administration of succinyl- 
choline and oxygen, a slower and more even rise is noted;.. .’” 


“In ordinary electroshock therapy the heart rate is found to 
be irregular and greatly increased. Muscular relaxation pro- 
duced by succinylcholine is noted to result in a slower and more 
even rate.”’* 


“ .. the occurrence of fractures and dislocations has been 
reduced to zero.’ 


“No fractures occurred in the group during therapy.”’® 


“Modification of electro-convulsive therapy with thiopental 
sodium and succinylcholine chloride is a much safer treatment 
as shown by the absence of fractures and medical complications 
in our series of 7,500 treatments.”’! 


references : 

1, Saltzman, C., Konikov, W., and Relyea, R. P.: Dia. Nerv. Syatem 16:158, 1955. 2. Nowill, 
W. K., Wilson, W., and Bordera, R.: A.M.A. Arch. Neurol. & Paychiat. 71:189, 1954. 3 
Steven, R. J. M., Tovell, R. M., Johnaon, J. C., and Delgado, E.: Anesthesiology 15:623, 1954 
4. Holmberg, G., et al.: A.M.A. Arch. Neurol. & Paychiat. 72:73, 1954. 5. Wilaon, W. P., 
and Nowill, W. K.; ibid. 71:122, 1954. 
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Restraint...in a pleasant and friendly way! 


Fenestra® Psychiatric Package Windows com- 


bine advanced detention features with pleas- 
ant, friendly “regular window” appearance. 

‘There are no bars. Yet your patients are 
fully safeguarded. The inside guard screen 
keeps patients away from the window and 
window glass. The screen is installed flush 
with the casing to eliminate ledges that invite 
climbing or tampering. The window operat- 
ing equipment is concealed, but ventilation is 
easily adjusted without touching the screen. 

Each Package Unit consists of a Fenestra 
Awning Window, operating hardware with 


PSYCHIATRIC 


Fenestra | 


WINDOW UNIT 
INCORPORATED 


YOUR SINGLE SOURCE OF SUPPLY FOR 
WINDOWS « DOORS « BUILDING PANELS 


removable adjuster handle, metal casing and 
choice of a Detention Guard Screen for maxi- 
mum restraint, a Protective Guard Screen for 
milder patients, or an Insect Screen for non- 
restraint areas 

Fenestra Awning Windows are easily in- 
stalled, blend with any style of architecture 
and may be used throughout your buildings 
with or without Guard Screens. This makes it 
possible to expand or move psychiatric wards, 
as needed, by simply adding Guard Screens 
or removing them. Mail the coupon today for 


complete information 


enestra Inc orpor ated 


AJ-4, 2276 East Grand Boulevard 

Detroit 11, Michigan 

Please send me complete information on Fenestra 
Psychiatric Package Window Units. 
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“CENTRE PSYCHIATRIQUE” 


A non-profit Psychiatric Institution fully equipped for treatment of psychoneuroses 
or other nervous disorders. 


Modern buildings in a pleasant semi-rural surrounding in the outskirts of Mont- 
real. Homelike atmosphere. Occupational and recreational activities indoors and 
outdoors. 

Insulin, electro-convulsive and other physical methods of psychiatric treatment 
when indicated. Psychotherapy of psychoanalytical orientation. Complete labora- 
tory facilities including X-ray, electroencephalography. Physiotherapy. Consul- 
tants in all specialties. 


O 


All information sent on request. 


Information office—6555 Gouin Blvd. West, Montreal 
Phone RI 4-6481 
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WELCOME TO OUR EXHIBIT AT 
AMERICAN PSYCHIATRIC ASSOCIATION 
CONVENTION 


SEE AMERICA'S LEADING PSYCHOSECURITY SCREEN LINE 


See why Chamberlin Psychosecurity Screens 
outnumber all others 


detention type 
To withstand the fury 
of violent attacks 


| See how Chamberlin engineering has led the 
| way in producing Psychosecurity Screens 


protective type 


For patients who are 
non-violent but whose 
detention must be fully 
insured 


at lowering costs without sacrificing dura- 


bility, strength and efficiency. 


See why only Chamberlin’s patented Psycho 
security Screen design gives you the 


safety type 


EXCLUSIVE CHAMBERLIN LOCK 
RELEASE ON OUTSIDE OF SCREEN 
—READY FOR EMERGENCY RESCUE 


' quickest low cost emergency repair service, 
Where mildly or tem B 
porarily disturbed pa : 
tients are voluntarily See how just the turn of a key in Chamberlin’s 
confined, but in need of fr k 
protective custody exclusive open-section frame makes a 
| parts accessible for thorough cleaning 
OVER 100,000 IN USE See the outside lock release principle for 
| emergency rescues in case of fire which 
@ Patients’ rooms e@ Corridors Chamberlin was the first to offer 
@ Solariums @ Day rooms | 
@ Toilet rooms © Disturbed wards at your convention 
@ Nurses’ stations @ Observation rooms | 
Examination rooms Waiting rooms the right answer to your detention 
y wourtw woblem. ¢ ite 
@ Delivery rooms Emergency rooms | id security problem, Or wr 
@ Treatment rooms @ Children's wings $ 
Infirm ward @ Alcoholic wards 


Company OF 


Psycho-Security Screens 
CHAMBERLIN COMPANY OF AMERICA 


Special Products Division 
1254 LA GROSSE STREET OFTR 32. MICHIGAN 


EMERGENCY 
PUSH UP 


CHAMBERLIN INSTITUTIONAL SERVICES alse include Mineral Wool insulation, Metal Weather Strips and Cathing, 
Metal Combination Windows and Doors, Metal insect Screens, Aluminum and Fiber Glass Awnings 
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In Madrid, too, you'll find Pentothal in constant use. . . 


contributing to... a world-wide acceptance unmatched 


in modern intravenous anesthesia 


Twenty years of use, over 2500 published reports—seldom 

in history of medicine has a single drug enjoyed the 
acceptance accorded Pentothal Sodium. This modern 
intravenous anesthetic is more than just thiopental sodium. 
It is thiopental sodium plus the most exacting controls 

. . . plus adaptability to widely varying practices .. . plus 
the most thoughtfully planned dosage forms. Priceless pluses, 
these, making Pentothal Sodium an agent of 

choice the world over in intravenous anesthesia. Obbott 


PENTOTHAL’ Sodium 


(Thiopental Sodium for Injection, Abbott) 
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TO GET THROUGH TO THE PATIENT 


inducing the calm accessibility so essential to psychotherapeutic rapport. 
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bt Sparine is a well-tolerated and dependable agent when used rding to 
; (2) na tissue necrosis at the injection site; (3) potency of 50 mg. 


Psychotherapy 


and 


Thorazine... 


a “combined therapy” 
most effective in the 
treatment of hyperkinetic 
emotionally disturbed 
children 


Improvement was noted by Freed 
and Peifer' in 21 of 25 hyperkinetic 
emotionally disturbed children 
who received 4 to 16 months of 
psychotherapy and ‘Thorazine’. 


Combativeness reduced 
“Diminution in hyperactivity was 
the outstanding phenomenon. 
Combativeness was reduced 
considerably. There was a definite 
improvement in willingness to 
learn. Trends toward increased 
emotional control were evidenced, 
although the basic personality 
seemed unchanged.” 


Interpersonal 

relationships improve. 
‘Thorazine’, according to the 
authors, ‘dampens primitive 
fight-flight responses” without 
impairing consciousness and the 
learning process, thereby improving 
interpersonal relationships. 


Smith, Kline & French 


Laboratories, Philadelphia 


1. Freed, H., and Peifer, C.A.: 
Am. J. Psychiat. 11 3:22 (July) 1956. 
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The subject of psychotherapy has been 
talked about and written about so much in 
recent years that it would seem that there is 
nothing left to say. My excuse for adding 
to the discussion was a suggestion from your 
committee that this topic would be suitable 
for a place in this season’s series of ad- 
dresses before the Henry Ford Hospital 
Medical Society. The importance of psycho- 
therapy has been so emphasized through all 
the media of communication as to convey the 
idea that it is virtually all there is to psy- 
chiatry, that it is a large part of general 
medicine as well, that it is even on the way 
to becoming a new religion that if applied in 
the right places could save our poor old sick 
world. 

But there are other views too. There are 
medical men who wouldn’t listen to a lecture 
on psychotherapy. An eminent surgeon 
whose scoffing attitude was known was asked 
how much psychotherapy was used in his 
own work. “Not a damn bit,” he replied 
emphatically. Of course that wasn’t true. 
He was using it, even if unwittingly. No 
good doctor can avoid using it. Another 
physician told me that if a patient came to 
him with a hypochondriacal “organ recital” 
requiring psychological treatment, the kind 
of psychotherapy he administered was such 
as to make the patient angry so that he 
wouldn’t come back. Possibly the doctor 
applied, unintentionally, a remedial shock 
therapy. Who knows? 

As an introduction to our subject I should 
like to call attention to an article by Bowman 
and Rose(1). This article will repay careful 
reading. It contains many things that I 
might say, but it is easier to quote ; besides, 
quoting comfortably shifts responsibility 
when touching upon controversial matters. 


1 Read at the meeting of the Henry Ford Hospital 
Medical Society, Detroit, Mich., March 8, 1955. 

2 Reprinted from the Henry Ford Hospital Medi- 
cal Bulletin, Vol. 3, No. 2, June 1955, pp. 90. 

8 Reprinted from the Canadian Medical Associa- 
tion Journal, Vol. 74, February 15, 1956, pp. 253. 

4 Editor, American Journal of Psychiatry. 

5 Professor Emeritus of Psychiatry, University of 
Toronto, 
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Bowman and Rose(1) conclude that the 
answer to the question: Do our medical 
colleagues know what to expect from psycho- 
therapy, is “No.” They find, to begin with, 
that there is confusion as to a distinction 
between the terms psychotherapy and psy- 
chiatry, and that in everyday usage the terms 
are “almost synonymous.” There is no less 
confusion as to the distinction between the 
terms psychiatry and psychoanalysis, with 
the consequent erroneous assumption on the 
part of the laity and even of medical col- 
leagues that psychotherapy and psychoanaly- 
sis are also synonymous terms. 

The confusion in the minds of many 
physicians about what psychotherapy is and 
what it can do, Bowman and Rose(1) cour- 
ageously account for: 


“That many nonpsychiatric physicians are confused 
about the methods, goals, and effectiveness of psy- 
chotherapy is in large part a reflection of the mud- 
dled state of psychiatrists themselves about the na- 
ture and status of their specialty.” 


They document this statement by referring 
to The Psychiatrist, His Training and De- 
velopment(2). As an example of the con- 
fusion referred to, Bowman and Rose(1) 
comment on the repetitious use of the term 
psychodynamics, one of those new words 
that crop up in psychiatry from time to time 
to cover uncertainty of meaning or diver- 
gence of opinion. This word, as they put it, 
is “now virtually a shibboleth.” Their state- 
ment referring to this part of the report is 
startling : 


“This is a valiant attempt to formulate a scientific 
basis—a psychodynamics—for our psychotherapy, 
but it appears to us to be only partially successful. 
It is not surprising that the wording of the report 
on psychodynamics is at times almost tortured, so 
great are the differences among the essentially ir- 
reconcilable opinions it must compose. A clear indi- 
cation of the highly subjective nature of the opin- 
ions of the contributors to this discussion .. . is 
the statement which appears on page 19: ‘In formu- 
lating psychodynamics, individuals tend to select 
their postulates with strong feelings of conviction, 
in accordance with private feelings of group allegi 
ances rather than public knowledge.’ We submit 

if psychiatric scholars and practitioners of distin- 
guished experience find it necessary to describe 
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their methods of arriving at psychodynamics formu- 
lations as being mainly subjective, we ought not to 
be surprised at the bewilderment of our science- 
minded colleagues in the more concrete fields of 
medicine.” 

Ever since mental healing emerged from 
magic, charlatanry, or rank empirism, and 
struggled to become rational, if not yet quite 
scientific, it was recognized that the psycho- 
neuroses were the conditions most amenable 
to psychotherapy—pithiatric disorders Ba- 
binski called them, i.e., brought on by sug- 
gestion and cured by the same means. And 
it was also a matter of common experience 
that the neuroses would yield to the greatest 
variety of treatment methods, whether ap- 
plied by doctors, lay healers, and quacks, or 
through visits to sacred shrines. 

In the paper by Bowman and Rose(1), 
from which I have quoted, these authors 
refer to the results of treatment of psychi- 
atric disorders by different investigators and 
different methods with the finding that ap- 
proximately the same range of favorable 
results followed “regardless of the methods 
used,” and further that “the common de- 
nominator of improvement has nothing to 
do with the psychodynamic formulations and 
method of specific psychotherapies studied, 
a point of view with which we readily con- 
cur.” To the question whether one technique 
is better than another they give a forthright 
answer: 

“In the studies which have been made thus far, com- 
paring the effectiveness of different psychothera- 


peutic methods, no differences have been un- 
covered.” 


To account for the critical attitude in out- 
side opinion toward psychiatry and in par- 
ticular toward psychotherapy, and as a warn- 
ing to those who would pin their faith on one 
or another special technique, Bowman and 
Rose give a final admonition : 

“Most of the confusion among psychiatrists and 
nonpsychiatrists alike comes from our tendency to 


believe that psychotherapy is more exact and scien- 
tific than it is or can be.” 


After this jeremiad, for which—although 
I fully subscribe to their statements—Bow- 
man and Rose must be held responsible, what 
can be said on the constructive side? We 
haven't yet got our definition. The Psychi- 
atric Dictionary of Hinsie and Shatsky(3) 


defines psychotherapy as “the art of treat- 
ing mental diseases”; turning to the word 
psychiatry, we find it defined as “the art of 
treating mental diseases.” The second defi- 
nition is better than the first, but the two 
terms are certainly not synonymous. 

In simple language a definition might 
read: psychotherapy is the scientifically di- 
rected influence of the mind of the doctor on 
the mind of the patient in promoting health. 
This indicates, first, that it is a medical pro- 
cedure ; and second, the words ‘scientifically 
directed’ distinguish psychotherapy from 
faith-healing or other procedures in which 
the patient remains passive, bringing only 
his hope and awaiting the miracle. Of this 
more later. 

A preliminary consideration is the part 
that psychotherapy should play specifically 
in psychiatric treatment, and also in medical 
treatment generally. From one point of view 
it would be correct to say that it is the im- 
portant feature of all treatment in that it 
should accompany all treatment. But there 
has been a tendency in some quarters to 
carry this point of view to the extreme of 
making psychotherapy virtually the exclusive 
treatment of psychiatric disorders belonging 
to the so-called functional or emotional 
group. Overemphasis on psychotherapy in- 
volves the risk of missing fundamental or- 
ganic or physiological conditions that require 
attention. Treatment takes its indications 
from etiology ; and etiology is always multi- 
form. Psychotherapy is therefore only a 
part, although a vital part, of what is called 
the Total Push. The term was coined by 
Myerson to bring out the fact that treatment 
in mental hospitals was more often than not 
only partial. The term total push should be 
unnecessary just as the expression psycho- 
somatic medicine is unnecessary. All medi- 
cine should be psychosomatic and all treat- 
ment should be total. 

In one of his lectures Huxley said that 
science is just trained and organized com- 
mon sense. Medicine is a branch of science, 
and psychiatry is a branch of medicine, and 
psychotherapy is primarily a part of psychi- 
atry. It is therefore essentially a medical 
procedure—at least it is in Michigan. Let 
us hope the example this state has set will be 
followed elsewhere. 
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But psychotherapy must also qualify as 
organized common sense. It should not be 
beyond the understanding of the literate lay- 
man. And the patient, if treatable at all, 
should be able to grasp it, or grasp at it, if 
only gradually—because treatment to be 
worth anything must be teamwork in which 
doctor and patient collaborate planwise. The 
patient is not passive and the doctor is not 
domineering—the one giving and the other 
receiving, or as one colleague facetiously re- 
marked, the one doing and the other being 
done. 

The doctor-patient relationship, if properly 
balanced and controlled (and ethically sound, 
it should not be necesary to add), is the crux 
of the matter. Therein lies the true quality 
of psychotherapy. The nature of the rela- 
tionship is essentially educational—educa- 
tional rather than instructional, having re- 
gard to the etymology of those two words. 
Education, drawing out, that is the important 
thing—obtaining the patient’s spontaneous 
and full expression of his own point of view 
to which the doctor contributes no element 
through either suggestion or reading-in. The 
autognosis, to begin with, is more useful than 
a diagnosis. 

Association tests may sometimes offer 
clues, but we have to remember that there 
is no such thing as “free association.” For 
that we would have to create a situation en- 
tirely without either external or internal en- 
vironment for the person being tested. The 
mind would have to function in vacuo, so to 
speak, like a disembodied spirit. 

The conditions of the psychiatric interview 
should be the simplest, easiest, most natural 
possible. The couch interview is, I think, in 
every way objectionable. When two persons 
meet to discuss a problem one of them does 
not ordinarily lie down, although it may be 
understandable that sometimes the doctor 
might like to take the more restful position. 
In Joseph Wortis’ entertaining little book re- 
cently published, Fragments of an Analysis 
with Freud,* he described in detail the man- 
ner of the analytic hour as well as its con- 
tent. The session proceeded in the orthodox 
fashion with Wortis on the couch and Freud 
sitting behind the head of the couch. He ex- 
plained that he had adopted that arrangement 
because for one thing, as he put it, “I don’t 


like to have people stare me in the face.” A 
strange thing for a physician to say! Jung 
offered a more explicit reason for the doctor’s 
position behind the patient. It gave him 
greater protection from the impact of the 
patients’ transference. 

Wortis kept full notes of each session and 
later on sent his manuscript for advice to 
liavelock Ellis with whom he had discussed 
his project: before going to Vienna. Ellis 
commented that the report appeared to con- 
stitute an analysis of Freud rather than of 
Wortis and urged publication but not during 
Freud’s lifetime. 

Prerequisite for any psychotherapy is to 
find out what started the trouble. I am in 
agreement with those who seek first of all in 
the patient’s present situation rather than in 
his remote past for the significant causal fac- 
tors. This does not mean that we should 
neglect any period in the patient’s history, the 
data of inheritance, or life experiences 
throughout. It does indicate the etiologic 
importance of current and recent happenings 
and conditions in his social environment, do- 
mestic, occupational and other. The role of 
repression has, I suspect, been considerably 
exaggerated. The pathology of memory must 
not be overlooked, but we may as well re- 
member too that there is such a thing as 
healthy forgetting. Moreover it is useful to 
keep in mind the real danger of inducing too 
much introspection in the therapeutic pro- 
cess, The Socratic injunction, “Know Thy- 
self,” implies wholesome introspection. But 
individuals differ in their capacity to intro- 
spect normally, and in many patients intro- 
spection has already grown morbid and be- 
come a symptom of illness. To turn such a 
patient’s thoughts inward in tracing the 
minutiae of his life history may be directly 
contra-indicated. An introspection neurosis 
may be engrafted on the already existing 
psychopathology. 

And now a word about words. In discus- 
sing morbid mental states it should be pos- 
sible to avoid esoteric language and keep 
within the framework of organized common 
sense, Likewise, we should not feel the need 
to resort to complicated or speculative in- 
terpretations when simple and more obvious 
ones will serve. We have an ancient term 
for this rule—Occam’s Razor. This cutting 
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instrument is quite useful in psychiatry, and 
especially in psychotherapy, an excellent 
pruning knife for verbal excess baggage. 
The statement of William of Occam which 
came to be known as the Razor was: 

“It is vain to do with more what can be 

done with fewer.” 
The fine-spun elaborations of the psycho- 
therapeutic process that sometimes appear 
in print in our time are curiously reminiscent, 
by some puckish association of ideas, of those 
marvellous mechanical contraptions in the 
Goldberg cartoons of a few years back. 

We need more semantics in psychiatry, 
more semantics and fewer neologisms. We 
are still ridiculed for our professional argot. 
A new word should be coined only under two 
conditions : (1) when it denotes a new mean- 
ing, that is, one not already covered by a term 
in common use; (2) when that meaning can 
be clearly stated so as to be understood and 
accepted. Words that do not meet these con- 
ditions are bound to be used differently by 
different writers and so acquire an ambigu- 
ous or fuzzy quality. So many conflicting 
views were expressed in the Conference on 
Psychiatric Education(2) that the editorial 
committee gave up in despair. In their own 
words they simply “didn’t try to reconcile 
the differences.” 

It is our common experience that each case 
is unique and cannot be fitted into any pre- 
conceived scheme, One may be permitted to 
suspect that the therapeutic couch may have 
Procrustean features. It is axiomatic that 
treatment must be individual and will vary 
from patient to patient. But what is true of 
the patient is also true of the doctor. The 
resourceful physician presumably will not 
attempt to follow unquestioningly any fixed 
school of teaching. Medical education does 
not standardize the personality of the doctor. 
Each will and should have his own manner 
of dealing with patients, developing a flexible 
psychotherapeutic technique best suited to 
his own nature, 

Sir William Osler was one of the most 
effective psychotherapists I have ever seen 
in action ; and yet, during some 200 hours as 
a student under his teaching, I never heard 
him use the word psychotherapy, or offer any 
specific directions for applying it. He ex- 
emplified it in every contact with his patients. 

The reverse of psychotherapy is the iatro- 


genic symptom, unfortunately not an un- 
common reaction when the instructor ac- 
companied by a group of students un- 
guardedly discusses the patient’s condition at 
the bedside. In one case, during the physical 
examination of an anxious patient the physi- 
cian casually and unnecessarily remarked 
that the right breast was slightly smaller 
than the left. This started in her mind a new 
worry which grew at length into a fixed be- 
lief that the entire right side of her body was 
atrophied. By use of a tape measure she be- 
lieved she found differences that supported 
her belief and eventually even experienced 
weakness in the right leg. In another case 
a neurotic youth with a functional heart con- 
dition was advised, without proper reassur- 
ance, to stay in bed for a few days. He de- 
veloped panic, became obsessed with the idea 
of serious heart disease, and for many weeks 
could not be persuaded to leave his bed. 

Fashions change in treatment as they do 
in dress. The history of psychotherapy as 
set forth in Bromberg’s(5) recent book is an 
amazing record of these changes. We used 
to give bitter medicine for complaints called 
“imaginary”—valerian for hysteria. Inci- 
dentally there are no imaginary complaints, 
as that term is commonly understood, If a 
person imagines he is sick, he is sick, but the 
sickness may be in the imagination itself and 
not in the place where he imagines it is. Asa 
morbid mental state it therefore becomes a 
psychiatric problem. 

Many years ago there was the vogue of 
the so-called water cure, still earlier the blue 
glass treatment, also various shock treat- 
ments, some of them almost incredibly crude, 
and electrical therapy was extensively used 
long before Cerletti and Bini(6) standard- 
ized it. 

But we like to think the psychotherapy of 
today is rather more scientific than the 
crassly empirical methods of an earlier time. 
Our techniques, we trust, show a measure of 
organized common sense. This much I think 
we can say: the goal of psychotherapy is 
autotherapy. From the beginning, or early in 
the course of treatment, the patient is taking 
an active part in his own cure. He and the 
doctor are working together on a planned 
educational and training program. If all goes 
well, the patient gradually takes over more 
and more responsibility for the conduct of 


=| 
i 
{ 
is 
} 
| 
| ‘ 
} 
q 
} 


1957 | C. B. FARRAR 869 


his own case. It is often possible to induce 
him to take constructive steps unawares. In 
such case the element of surprise and satisfac- 
tion when the fact of his self-directed effort 
is brought forcibly to his attention may lead 
him a good step forward. He is now answer- 
ing his own questions and making his own 
decisions. An interesting device at this stage 
is to pose a hypothetical situation, not un- 
familiar in his own experience, as if it were 
that of a friend seeking his advice. What 
would he offer? His reply may contain sur- 
prisingly sound therapy which can be turned 
to good use in his own progress in self-treat- 
ment. 

In this collaboration effort the doctor tries 
to do what every good physician is supposed 
to do—make himself less necessary, even- 
tually even unnecessary. The duration of 
training may be shorter or longer depending 
on many circumstances which will suggest 
themselves. No medical treatment should be 
extended beyond indubitable need. There is 
danger that an unduly protracted therapeutic 
discipline may subdue the patient’s mind to 
a morbid habit of introspection and depend- 
ence. By its very nature psychotherapy 
should be self-limiting. It ends as soon as the 
patient feels sufficiently assured and capable 
of taking charge of himself. 

There is one point on which there could 
hardly be disagreement, namely, that psycho- 
therapy is not solely the province of the spe- 
cialist, t.e., the psychiatrist. Many psychiatric 
problems are brought first to the general 
physician, perhaps only to him, He should 
feel it his responsibility to deal with a large 
share of those problems. Indeed he, as the 
family physician, may be the most suitable 
person for this service. The term “general 
practice” surely means the whole medical 
field. It can not be “general” if psychiatry 
is left out. Alvarez in his book, The Neu- 
roses,(7) has much of value to say on this 
subject. 

If medical men interested themselves more 
widely in the psychological side of their prac- 
tice the clamor for more and ever more psy- 
chiatrists would conceivably be less urgent. 
It would also be measurably less, we may 
hazard the guess, if it were not currently so 
fashionable to pay frequent visits to the psy- 
chiatrist, more specifically the psychoana- 
lyst. This addiction seems to have reached 


considerable proportions, and the person is 
not altogether a rarity who would hardly 
make a major move without consulting his or 
her analyst, who, for the devotee, appears to 
have taken over more or less the function of 
priest. 

There is a special feature of psychother- 
apy, for those who really need it, that merits 
thoughtful attention, and that is the educa- 
tional value of invalidism. The patient’s 
whole attitude may be changed if he can be 
led to realize that a period of illness is not 
quite time lost, indeed that it may prove to 
be a good investment in future mental well- 
being. Experience, we are told, is the best 
schoolmaster ; illness is an experience; its 
lessons should be turned to account for the 
information not only of the physician but 
for the patient as well. If his trouble has 
been relieved and he had taken his full share 
in the restoration process, he has learned 
something about himself and about others 
that he probably did not know before ; he has 
acquired some rudiments of psychology, 
normal and abnormal, and should be able to 
make a new assessment of his own resources. 
The doctor will take pains to point out these 
possibilities and their lessons. We know 
from experience that this knowledge brought 
home to the patient can have prophylactic 
value as problems or difficulties threaten in 
days ahead. 

jut if psychotherapy should not be too 
long drawn out, neither should talks about 
it, like this .one. Occasionally writers or 
speakers close by quoting a poem—usually 
an anticlimax. I shall not take that risk, but 
would like to cite one noteworthy instance 
of poetry reading by the patient as psycho- 
therapy. It is from the autobiography of 
John Stuart Mill(8). In the autumn of 1828 
when Mill was twenty-two he found himself 
heavily overworked and became deeply de- 
pressed, desperately so. By some fortunate 
association of ideas, he was led to take up a 
volume of Wordsworth’s poems. This step 
was possibly a reaction to the attitude of his 
father whose driving discipline was severe 
and austere and who, like Plato, held poetry 
in low esteem. In his autobiography Mill tells 
us that he had “no expectation of mental re- 
lief” from reading Wordsworth, but to his 
surprise it brought healing. “What made 
Wordsworth’s poems a medicine for my state 
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of mind was that they expressed, not mere 
outward beauty, but states of feeling, and of 
thought c/oured by feeling, under the excite- 
ment of beauty. They seemed to be the very 
culture of the feelings which I was in quest 
of ... And I felt myself at once better and 
happier as I came under their influence. 
There have certainly been . . . greater poets 
than Wordsworth ; but poetry of deeper and 
loftier feeling could not have done for me 
at that time what his did. I needed to be 
made to feel there was real permanent happi- 
ness in tranquil contemplation. Wordsworth 
taught me this, not only without turning 
away from, but with a greatly increased in- 
terest in the common feelings and common 
destiny of human beings.” 

Feeling, emotions, these are conspicuous 
words in current psychiatric literature. We 
even have a new and popular euphemism for 
mental illness—‘“emotional disorder.” At any 
rate disturbed emotions play a central role 
in psychiatric conditions. In the quotation 
from John Stuart Mill’s autobiography, the 
keynote is the line, “the very culture of the 
feelings”—their training, not their indulg- 
ence; their control and direction, not giving 
them loose rein ; the effort at least to modify 
or inhibit their expression—the very culture 
of the feelings is a major goal of therapy. 


Mill found that Wordsworth’s poems can 
promote this culture and thus contribute to 
the healing process for a receptive mind. 

For a final true word we turn to the 
Anatomy of Melancholy: 


“An empirick oftentimes, and a silly chirugeon, doth 
more strange cures than a rational physician. . . 
because the patient puts his confidence in him, which 
Avicenna prefers before art, precepts, and all 
remedies whatsoever ... He doth the best cures, 
according to Hippocrates, in whom most trust.” 
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KRAEPELIN, HIS SYSTEM AND HIS INFLUENCE * 
FRANCIS J. BRACELAND, M.D., Sc. D., Hartrorn, Conn. 


I have been asked to discuss with you a 

man who has made an invaluable contribu- 
tion to the discipline of psychiatry and yet 
whose star in late years seemingly has been 
in eclipse. The system which he painstak- 
ingly built rescued psychiatry from chaos and 
confusion but, despite this, when he is iden- 
tified now by many of our neophytes, it is as 
the Father of Descriptive Psychiatry and 
this, in turn, has in some quarters the con- 
notation of an epithet. When Emil Kraepe- 
lin died in October of 1926 at the age of 70, 
psychiatry had embarked on a new and fer- 
tile era, made possible in large part by his 
achievement in the classification and descrip- 
tion of mental disorders. Both his work and 
his method offered, as they still do, an un- 
rivaled example of devotion throughout life 
to the basic principles essential for psychi- 
atric accomplishment. Unremitting observa- 
tion, sound experimental design, and accurate 
recording were the backbone of his work. He 
strove for a comprehensive body of material 
strictly supported by experience. This pre- 
liminary work, he maintained, is absolutely 
essential for profound, penetrating clinical 
investigation. In the foreword to the ninth 
edition of his Lehrbuch just before his death, 
he wrote: 
If one wishes to master and develop an area, one 
must get to know it thoroughly in all directions 
and in all details; it is not sufficient to fixate a few 
attractive points. Even apparently barren stretches 
may, in circumstances, become interesting if one 
seeks to explore them carefully. 


I will not review for you the biography of 
Kraepelin, for I did not know him; I will 
only note that his predilection for psychiatry 
appeared early in his student days and that 
his early rise to a pre-eminent position in his 
field had nothing accidental about it, but 
stemmed largely from personal motivation 
and a wide and solid background in experi- 
mental and ciinical methods. This background 
his logical, original and open mind exploited 
to advantage, setting up new avenues for de- 


1 Read at The American Psychiatric Association 
Divisional Meeting, Montreal, Canada, Nov. 8, 
1956. 


veloping psychiatry into a scientific study. 
Previous to the advent of his work psychi- 
atric concepts were in the same hopelessly 
confused state that they had been in for a 
hundred years. A glance at the annual re- 
ports of some of our early hospitals will give 
you an idea of the situation. In my own, as 
in others, the diagnoses ranged from idiot- 
ism through melancholia errabunda (cause, 
failure in business and intemperance), 
through monomania melancholia attonita 
(metaphysical hair splitting and bodily in- 
action). Other causes were tight lacing and 
abuse of tobacco. 

Kraepelin was an objective observer, with 
a biological approach to his field. It was his 
purpose to pattern psychiatry on the methods 
and perspectives of internal medicine at a 
time when illness was conceived to be a proc- 
ess engendered by a definite cause, and a 
mode of development and subsequent course 
obedient to certain intrinsic laws. The draw- 
backs of this type of thinking in psychiatry 
are self-evident. Nevertheless, in the words 
of Adolf Meyer: 


Through him [Kraepelin] psychiatry advanced its 
evolution from a philosophic discipline toward a 
natural physical science. . . . Thanks to Kraepelin 
the working methods of psychiatry began to acquire 
an organization along lines similar to the methods 
practiced in clinical medicine. 


The inadequacy of contemporary psychi- 
atric concepts became obvious to Kraepelin 
at the very beginning of his career, in his 
four years’ training under Gudden in Munich 
beginning around 1878. Of his activity at 
that time in the Kreisirrenanstalt, the fore- 
runner of the famed Clinic in Munich, he 
had this to say: 


The first impression that I had... was a dis- 
couraging one. The swarms of countless deluded 
patients, some inaccessible, some importunate, with 
their . . . deplorable or dangerous peculiarities, the 
powerlessness of medical treatment, which for the 
most part was limited to greetings or to gross 
physical work, the complete impotence against all 
forms of . .. psychoses, for which there was no 
scientific understanding, made me aware of the full 
difficulty of the profession of my choice... . 
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Fortunately, he came to find adequate per- 
sonal compensation in something else which 
has fallen out of favor: in hospital psychiatry, 
in a circle of dedicated colleagues, and espe- 
cially in laboratory investigation, to fortify 
his vocational disposition. At Leipzig, in the 
laboratory of Wundt and in the Nervenpoli- 
klinik under Wilhelm Erb, his development 
went ahead by leaps and bounds. He was 
only 27 when the opportunity presented itself 
to write a “Compendium of Psychiatry.” 
Actually, he wrote this Compendium, the 
first edition of his famed Lehrbuch, pretty 
much against his will and largely for eco- 
nomic reasons. He did not find it a very 
stimulating job, as he executed it in the 
Easter vacation of 1883. But—and this is 
most important—the endeavor made him 
more clearly conscious of the dearth of psy- 
chiatric knowledge, his own in particular. 
This dearth is reflected in the small format 
of the Compendium, and indeed of the sec- 
ond and third editions (1887, 1889). The 
thinking of Kraepelin was nevertheless in 
the process of change. He became more and 
more appalled at the nosological chaos that 
reigned, at the lack of unanimity among the 
highest authorities on working hypotheses, 
at the absence of guiding principles, at the 
sterile degenerative themes in vogue and 
the equally unproductive neurological ap- 
proaches, 

Some good work had been done, to be 
sure. A picture called démence précoce had 
been identified by Morel, and other French 
workers had individualized general paralysis 
and the folie d double forme (mania, melan- 
cholia). Influenced by Morel’s efforts to 
create a nosology based on etiology, course 
and outcome, Kahlbaum in Germany had 
produced a major study entitled “Ueber die 
Gruppierung der Psychischen Krankheiten.” 
Ilere he suggested hebephrenia as a separate 
disease process, placing it under the general 
heading of paraphrenia or age-bound dis- 
orders which included also the neophrenias 
(of infancy) and the presbyophrenias. Later 
he delineated catatonia on the principle that 
the motor tension symptoms were the specific 
feature of the disease. Kahlbaum’s efforts 
at classification finally resulted in so complex 
a system that it defeated its own purpose of 
clear-cut separation of disease entities. Only 


his notion of catatonia gained wide accept- 
ance, despite the fact that Kahlbaum’s pupil, 
Hecker, subsequently published a cogent 
work on hebephrenia as a deteriorating dis- 
order related to puberty and adolescence. 

When Kraepelin made his entrance into 
psychiatry, most German workers had for- 
gotten about hebephrenia. They had become 
preoccupied rather with concepts of degener- 
ation emanating from the French school and 
with the thesis of paranoia, a term introduced 
into German psychiatry by Vogel in 1764 for 
chronic psychoses in general. Paranoia had 
later been applied by Heinroth to chronic 
psychoses with delusional formation, and 
then by Neumann and Griesinger in the 
sense of a secondary development of certain 
chronic psychoses. By 1890 paranoia had 
become inflated to encompass all primary 
disorders of reason, and delusions regardless 
of their origin. 

It is clear that the really great work of 
Kraepelin—the isolation of dementia prae- 
cox and manic-depressive psychosis—rested 
on a certain historical foundation. As Zil- 
boorg has pointed out, “. . . from the stand- 
point of terminology and clinica: description, 
Kraepelin’s nosological innovations were but 
the natural culmination of a generation of 
efforts in both France and Germany.” This 
does not alter the fact that all these impor- 
tant concepts, with the exception of catatonia, 
had themselves suffered an eclipse when 
Kraepelin entered psychiatry, and workers 
were floundering helplessly around in a mo- 
rass of symptoms for which they were unable 
to find any common denominators. The best 
they could do was to set up flimsy classifi- 
cations on the basis of congenital or acquired 
disorders. 

The first problem, as Kraepelin saw it, 
was to isolate from the wilderness of the 
functional psychoses definite disease entities. 
Influenced by the efforts of Morel and Kahl- 
baum to seek a common cause, course and 
outcome, and even more because this was a 
principle of medicine in general, Kraepelin 
began a vast work of correlation. It was 
easier, naturally, to determine course and 
outcome than cause. As a result the system 
of Kraepelin rests heavily on the former two. 
It takes into consideration not only the cross 
section of the illness as it appears when the 
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patient first comes to psychiatric attention, 
but also the longitudinal view of the entire 
life of the patient. Extremely important to 
Kraepelin was the determination of what 
happens to the patient through years and 
decades. Catamnestic investigation was a 
forte of Kraepelin and his clinic, and they 
carried it on through written and personal 
correspondence long after patients first seen 
by them had been transferred to other 
institutions, 

By correlating fundamental symptoms and 
their course, Kraepelin felt entitled to lift 
out of the teeming beaker of the functional 
psychoses, syndromes which could properly 
be ranked as diseases. Espousing the princi- 
ple that a morbid process is logically related 
to the causal process, Kraepelin felt that 
psychiatry must first be able to recognize 
the morbid process or picture, determine 
the mode of its evolution, particularly the 
terminal state. These ought to be specific 
for each illness. The faults of this sweeping 
perspective do not alter the fact that it en- 
abled Kraepelin to integrate a vast material 
into major clinical types, some of which still 
stand in their broad configurations. Most 
important, he succeeded in grouping together 
those patients who seem to show steady 
progress of their disease and to end in ir- 
reparable deterioration and those who stand 
out particularly because of the contrast be- 
tween the severity of their attacks and the 
completeness of their recovery. Once Krae- 
pelin had thus established dementia praecox 
and manic-depressive psychosis, the noso- 
logical, prognosticating era of the specialty 
came into being. This led, in turn, or rather, 
reactively, to the search for more dynamic 
concepts of psychiatric illness to combat what 
many felt to be the relatively sterile effect 
of Kraepelinian psychiatry on therapeutic 
endeavor. 

Kraepelin was a disciple of Wundt and he 
consistently tried to apply to clinical psy- 
chiatry the psychological concepts of his 
teacher. This undoubtedly hampered his ad- 
vance in psychopathological analysis. The cir- 
cumscribed areas of psychological investiga- 
tion focused on by Kraepelin, in accordance 
with the methods of Wundt, had a warping 
effect. It is scarcely surprising that the psy- 
chopathology of dementia praecox and 


manic-depressive psychosis in Kraepelinian 
psychiatry continued to be limited to the 
pathology of final results, without reference 
to forces within the individual and the in 
terior pathways which led to them. 
Although Kraepelinian psychiatry has 
come to be regarded in many places as a very 
model of rigidity, a study of the various edi- 
tions of the Lehrbuch demonstrates that 
Kraepelin did not hestitate to change his 
opinions when convinced that he should. 
Starting out with the bias common to his 
contemporaries that functional psychosis 
rests on a degenerative constitutional basis, 
he proceeded to make a distinction between 
acquired mental disturbances and mental dis- 
turbances from morbid heredity. With de- 
mentia praecox, for example, he swung from 
a view of hereditary etiology to one of meta- 
bolic disease, and finally to the view that this 
is an endogenous psychosis “whose causes 
are still wrapped in impenetrable darkness.” 
He pushed the clinical study of symptoms 
and syndromes, in all areas of psychiatry, to 
a high point of perfection. His descriptions 
of patients place in vivid relief the character- 
istic traits of each, with a precision and mi- 
nuteness of detail unrivaled in the literature. 
The most original and important part of 
the work of Emil Kraepelin was undoubtedly 
the dementia praecox concept. The multiple 
forms which he eventually thought the dis- 
ease could take never obscured for him two 
points he regarded as crucial: that the psy- 
chic disturbances predominate in the area of 
affective life and will ; and that there is a spe- 
cial disassociation of the personality leading 
to a definitive weakening of the faculties. Al- 
though the terminal irreparable status is not 
seen in every case, as Kraepelin himself 
agreed, this, he felt, was the exception. Krae- 
pelin ended up with at least nine groups of 
dementia praecox. In addition to the de- 
mentia praecox, catatonia and dementia para- 
noides first advanced by him in the fourth 
edition of his textbook (1893), he recog- 
nized the following types differing in present- 
ing features, course and often terminal state ; 
simple dementia praecox, as propounded by 
Bleuler, without profound dementia; the 
simple depressive or stuporous form; a de- 
pressive form with depressive delusions; the 
circular or periodic form, usually ending in 
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dementia ; the attenuated paranoid form, with 
much less deterioration of the personality ; 
and a form whose chief feature is language 
confusion. In addition to these he recognized 
an engrafted form of hebephrenia, devel- 
oping on the anlage of mental defect; 
childhood dementia praecox; and very late 
catatonia. 

Kraepelin separated from dementia prae- 
cox the paraphrenic group made up of sys- 
tematic delusional psychoses leading to more 
or less marked weakening of the intellectual 
faculties, but exempt from the special dete- 
rioration of personality proper to dementia 
praecox and from the characteristic affective 
indifference and the special disturbances of 
will. Though he distinguished four different 
forms in this class—the systematized chronic 
delirium of Magnan, the expansive para- 
phrenic form of megalomanic coloring, the 
confabulatory paraphrenia, and what he 
called “fantastic” paraphrenia—Kraepelin 
did so in a tentative way only, recognizing 
the need for further investigation and the 
necessity of clarifying their relationship to 
dementia praecox. These needs have yet to 
be met; although American psychiatry allo- 
cates these pictures to the schizophrenic 
group, important segments of European psy- 
chiatry still remain undecided. 

For Kraepelin, dementia praecox and 
paraphrenia were states of dementia of en- 
dogenous origin, acquired disorders, like 
those of the manic-depressive group which, 
though essentially recoverable, he pointed 
out, were of constitutional nature. Intellec- 
tual weakening may develop in time in 
manic-depressive patients, but it does not 
present the traits of dementia praecox and 
paraphrenia. Kraepelin did not fail to note 
that dementia praecox itself can appear in 
a succession of separate attacks separated by 
lucid intervals. Thus, as we speak today of 
remissions in the course of the psychosis, we 
mean practically the same thing as he de- 
scribed. Recognition of the fact that lucid 
intervals, or remissions, do occur did much 
to change the therapeutic nihilism of insti- 
tutional psychiatry. 

Manic-depressive psychosis, in the Krae- 
pelinian system, takes in the following states : 
all the intermittent psychoses identified by 
Magnan; simple mania; a certain number 


of cases with mental confusion ; the majority 
of cases of melancholia ; certain cases of mild 
disturbances of mood which are in fact pro- 
dromes of more severe attacks. In this group 
as a whole he set up four major groups: 
manic states; depressive states; mixed 
states; and fundamental states, i.e. morbid 
deviations of mood between, preceding or 
replacing manic-depressive attacks. In this 
area Kraepelin made the very important ob- 
servation that mixed manic-depressive states, 
though they occur relatively infrequently, do 
occur and present pictures in which manic 
and depressive elements coexist. Certain 
previous observers had mentioned this coex- 
istence, but only as a phase between the 
swings of “circular insanity.” There had 
been no recognition that these elements may 
be present simultaneously for a long time 
and even for the entire period of the attack. 

The views of Kraepelin on both dementia 
praecox and manic-depressive psychosis were 
resisted at first in many influential quarters. 
But they advanced inexorably, coloring the 
views of the contemporary generation of psy- 
chiatrists and making their impact upon suc- 
ceeding observers. Dementia praecox and 
schizophrenia are still used synonymously 
by many of us, though Bleuler’s work de- 
molished the notion that deterioration is the 
inevitable end result of patients presenting 
such reactions. Lleuler also forced recogni- 
tion that schizophrenia is not a single entity 
with more or less independent forms, but 
rather a group of syndromes in which there 
is a primary splitting of the mental functions 
setting the stage for psychological elabora- 
tion of secondary symptoms. 

In the last few years there has been a tend- 
ency to lift out from, or at least to isolate in, 
the schizophrenic group the classic dementia 
praecox, in line with its etymological mean- 
ing, and to hypothecate, as did Harry Stack 
Sullivan, “some kind of organic deteriora- 
tion, possibly hereditarily determined and 
possibly set off by physiological changes of 
balance” connected with adolescence. For 
the other forms we have come, via the long 
route of psychodynamic studies, experimental 
research and empiric therapy of all kinds, to 
the idea that we are dealing here with a syn- 
drome or reaction type associated with a 
wide diversity of causal factors. Kraepelin 
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could not foresee the possibilities of psycho- 
dynamic investigation in the understanding 
and treatment of dementia praecox. The 
Freudian method, though he studied it care- 
fully, as he did all new developments in the 
specialty, he rejected as a species of “meta- 
psychiatry” : 

The idea of independent, parasitic psychic neo- 
plasms [he wrote in his later revision of the de- 
mentia praecox concept] which on the one hand 
are completely withdrawn from the influence of 
the ego, but on the other hand are able wholly to 
transform and almost annihilate it, would over- 
throw such a number of everyday and thoroughly 
ascertained psychological experiences, that its sub- 
stantiation must in any case be supported by other 
means of proof than has hitherto been the case. .. . 
As I am accustomed to walk on the sure founda- 
tion of direct experience, my Philistine conscience 
of natural science stumbles at every step on objec- 
tions, considerations and doubts, over which the 
lightly soaring power of imagination of Freud's 
disciples carries them without difficulty. 


Although the distinctions made by Krae- 

pelin for manic-depressive psychosis have 
held up better over the years than those ap- 
pertaining to dementia praecox, they excited 
just as much controversy when he made 
them initially. The difference in their status 
(i.e. his concept of dementia praecox vs. that 
of manic-depressive psychosis) is perhaps re- 
lated to the fact that Kraepelin was more 
prepared to admit that manic-depressive psy- 
chosis embraces a group of disorders with 
course varying considerably in different pa- 
tients, even though the prognosis is practi- 
cally uniform—good for the immediate at- 
tack. However, the forms of transition 
between all these disorders attested, he felt, 
their functional unity. In his words: 
Of perhaps still greater significance than the clas- 
sification of states by definite fundamental dis- 
orders is the experience that all the morbid forms 
brought together here . . . not only pass over the 
one into the other without recognizable boundaries, 
but that they may even replace each other in one 
and the same case. 

Kraepelin attached great importance to 
age in his nosological grouping, especially in 
connection with the later years of life. IIl- 
ness supervening at that time fell, he found, 
into three large classes: senile dementia, 
mental disturbances due to arteriosclerosis, 
and presenile mental disturbances. The last 
group, though especially important, had been 
greatly neglected before Kraepelin. He high- 


lighted forms almost specific for the involu- 
tional period, though he later ascribed many 
of them to manic-depressive psychosis or to 
prodromal states of senile or arteriosclerotic 
psychoses. Recent work in geriatric psychia- 
try, showing the favorable response to 
therapy of many depressive conditions in old 
age, bears out Kraepelin’s observation that 
there is insufficient evidence to separate from 
manic-depressive psychosis the depressive 
states of more advanced age referred to as 
melancholia. 

An essential feature of Kraepelin’s system 
is his grouping of disorders according to con- 
genital and acquired types. He believed that 
dementia praecox was an acquired disorder, 
whereas manic-depressive psychosis and 
paranoia were more constitutional in nature. 
He enlarged the classification of epilepsy and 
included in it certain mild disturbances of 
mood, as well as many cases of dipsomania. 
He was greatly concerned with toxic and in- 
fectious psychoses. The problem of alcohol- 
ism was a special preoccupation, as it was 
for many of his contemporaries, for he was 
obsessed with its dangers to the individual 
and the race. He was deeply interested in 
problems of forensic psychiatry, and it is of 
interest that his very first publication dealt 
with this theme. In it he proposed measures 
for improving the criminal offender through 
reeducation, the abolition of corporal punish- 
ment, and the abolition of capital punishment. 
His views were far in advance of his time 
and who knows but mayhap in some respects 
in advance of our own. 

Kraepelin was an administrator, teacher, 
and investigator in the great tradition. Ex- 
traordinarily significant was his work in the 
development of the Munich Clinic and later 
of the Deutsche Forschungsanstalt fuer Psy- 
chiatrie. The Munich Clinic became a model 
for similar installations elsewhere, and even 
today the procedures insisted upon there are 
abreast, and in some aspects in advance, of 
our midcentury institutional psychiatry. 
Kindness and skill were lavished on patients, 
and all the material equipment available at 
the time was provided for their benefit. The 
number of doctors engaged in clinical work 
was always substantial, for under Kraepelin 
clinical psychiatry was combined with re- 
search. The Clinic became a center of post- 
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graduate training, with a staff of brilliant 
teachers and investigators operating in many 
fields. The plan and organization of the Re- 
search Institute in Munich were many years 
in the making. It was the cherished ambi- 
tion of Kraepelin to combine in one research 
center all the major branches of science— 
psychology, anatomy, histopathology, chem- 
istry, genetics, experimental therapy, and so 
on—working independently but in harmoni- 
ous service to psychiatric knowledge and 
practice. The work was begun in 1918 in 
scattered buildings throughout the city, but 
by 1924 Kraepelin had been able to obtain a 
grant from the Rockefeller Foundation for 
his building. He did not live to see its com- 
pletion. Legun in January 1927, the Re- 
search Institute opened in March 1928. In 
accordance with Kraepelin’s ideas, provision 
was made for the alteration of plans as em- 
phasis shifts from one science to another, or 
new fields open up. This is another index 
of the flexibility of Kraepelin, much as his 
nosology seems to some at times to belie it. 
We are too apt to forget the observation of 
Jelliffe, that the work of Kraepelin ‘‘vitally 
links past achievement with future oppor- 
tunity.” 

The influence of Kraepelin continues today 
in many areas outside of nosology, diagnosis 
and prognosis: in institutional psychiatry, 
in administrative statistics, in constitutional 
studies, in the field of genetics, which was 
of course a major research interest of his 
Institute. Clinical research will always be 
indebted to him for the clarity of his ideas 
and his unremitting search for truth. We 
remember him best as the great systematist 
of psychiatry, and he will always be entitled 
to that distinction. He carried psychiatry 
away from the symptomatic confusion which 
barred its advance and provided the first 
comprehensive and reliable descriptive sys- 
tem psychiatry has known. Asa result of his 
efforts, order supplanted chaos in diagnosis 
and clinical investigation, making it possible 
to evolve scientific methods of research and 
treatment. His is the groundwork, then, upon 
which our present advanced superstructure 
has been built. His contribution to the de- 


lineation of the major psychoses brought 
about, as Zilboorg puts it: 


... the fulfillment of the age-long ambition of 
bringing mental disease into medicine, carrying it 
through the front door, so to speak, bringing about 
a complete union of psychiatry and medicine. 


In other words, by establishing the fact 
that every mental disease is a disease like 
any other, and can be similarly distinguished 
and investigated, he bridged the gap between 
medicine and a psychiatry hopelessly mired 
in the no man’s land of mental illness. Much 
of Kraepelinian psychiatry is seemingly out- 
dated in some respects; some of it has per- 
ished altogether. But in Europe the teach- 
ings of Kraepelin are still in daily use and 
research continues to be conducted along 
many of the avenues he pioneered. For all 
of us, however, the foundations carefully, 
methodically and devotedly laid by Krae- 
pelin support the superstructure of the uni- 
fied and comprehensive psychiatry we are 
trying to build. Psychiatric work of such 
cogency and scientific precision was never 
seen before Kraepelin: it remains as his 
monument and, in like manner, it is a monu- 
ment to the profession which he adorned. 
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FRONTAL LOBOTOMY 1936-1956 


A FOLLOW-UP STUDY OF 3000 PATIENTS 


Christmas morning 1936 was memorable. 

The nurse placed in my arms a son born just 
moments before midnight. I had missed the 
delivery because | had been searching in 
various bars for Lobotomy Patient #15 who 
had left the hospital with a hat over his ban- 
dages and had proceeded to celebrate. The 
babe-in-arms is now half way through col- 
lege and several inches taller than his sire. 
The patient concerned is presently engaged in 
campaigns to raise funds for hospitals and 
other enterprises. He writes as follows: 
My employers seem to be pleased with me and, I am 
told, have future plans for my services. I don't 
exactly know what makes a successful campaign di- 
rector but it does call for ability to get on with 
people, to keep out of the limelight, to handle pub- 
lic relations, to preside and talk at meetings, and, 
finally, to raise money. Whether or not I can do 
all this, I wouldn't be after knowing, but I enjoy 
it and—which is a lifesaver in this crazy business— 
manage to keep my sense of humor and not worry 
about what I can’t help. 


Like my son, psychosurgery has grown 
over the intervening years, somewhat beset 
by misunderstandings and prognostications 
of failure, certainly with scrutiny for sus- 
pected misdoings. We may recall the re- 
sponse of Faraday when he had demonstrated 
the principle of electromotive force to an 
admiring audience. A lady asked what it 
might be good for. “Madam,” he replied, 
“of what use is a newborn baby ?” 

This report deals with a study of some 
3,000 patients subjected to one type or an- 
other of lobotomy by me or under my direc- 
tion over the past 20 years. The material is 
unique in many respects, but particularly 
because of the warm personal feelings that 
entered into the physician-patient relationship 
and made possible detailed knowledge of the 
long postoperative course in hundreds of 
cases. In other instances, the superintendents 
and staffs of state hospitals have exerted 
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themselves to keep me informed about the 
progress of operated patients remaining 
under their care. 

The question of social adjustment has 
been uppermost in this study. The impact of 
psychosurgery upon the hospital population 
has been treated, rather than the effect of 
operation upon individual patients. It is as 
if attention has been focussed upon the field 
of grain and its yield per acre, rather than 
selecting for particular observation the gaudy 
sunflowers—or the thistles. The question was 
asked whether the application of lobotomy 
and kindred procedures could make a dent 
in the rising curve of hospital population, 
whether the restoration of a large number of 
patients to the community brought with it 
major difficulties in the domain of the family 
and the community, whether the effects of 
psychosurgery were limited to a few months 
or years, with inevitable return to hospital 
existence. Close study of social adjustment 
of patients after lobotomy has been previ- 
ously reported(1), and the broader aspects 
of the problem of lobotomy in mental dis- 
orders are treated in this presentation. 


GENERAL CONSIDERATIONS 


High-level performance is possible after 
major prefrontal lobotomy, and especially 
so after transorbital lobotomy. This is in- 
dicated by the competence of lobotomized 
patients in such professional fields as medi- 
cine, law, teaching, nursing, etc. One patient 
is a member of a first-rate symphony or- 
chestra; another is functioning well as a 
missionary in the lar East; a psychiatrist 
was promoted to chief of service in a large 
mental hospital; a fourth is confidential 
secretary in a sensitive spot in the Federal 
Government. Such individuals are in the 
minority, but the same can be said of other 
individuals whose frontal lobes have never 
been operated upon. It should be emphasized 
that no patient was lobotomized unless faced 
with disability or suicide and until reasonable 
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trial of other methods of treatment had been 
applied. 

The term “social adjustment” has been 
used broadly in consideration of the patients 
under observation. Many patients continue 
to reside in mental hospitals after relief of 
their psychoses because the family situation 
does not permit their integration with the 
community. Others who have not recovered 
from their psychoses are maintained at home 
by devoted relatives who sacrifice them- 
selves and other members of the family in 
order to give the sick individual every chance 
of adjustment. 

The long period of observation has per- 
mitted study of the relapse rate. There have 
been some patients who have lived at home, 
and even earned their living or kept house 
for a number of years, only to relapse so 
badly that hospitalization again became 
necessary. Three hundred patients have un- 
dergone more than one lobotomy, with sub- 
stantial benefit, that is, ability to live outside 
the hospital, in a third of the cases. But the 
long-range study shows that the relapse rate 
is almost balanced by the delayed recovery 
rate. Some patients have left the hospital 
5 or more years after operation, and others, 
at first housebound, have resumed employ- 
ment or housekeeping even after a 10-year 
postoperative period. A recent letter from 
a patient who was hospitalized for 8 years 
after her operation in 1940, and is now mak- 
ing her living in institutional work, reads in 
part: “I do talk out of turn and I must cor- 
rect it. Will. Am conscious of my personality 
fault. It is up to me to correct it and remain 
silent.” 

Prognosis in psychosurgery rests more 
firmly upon the duration of hospitalization 
than upon any other factor. While there are 
some extraordinary patients who make a 
substantial social recovery following a decade 
or more of hospitalization, there are so few 
that they become negligible in the study of a 
large number of individuals. Nor is the op- 
posite true, that every patient with a disabling 
psychosis or psychoneurosis will recover if 
operated upon early in the course of his ill- 
ness. Some patients progress from the be- 
ginning of their psychosis and within months 
or even weeks are apparently beyond medi- 
cal, psychotherapeutic or surgical aid. These 


are also in the minority but their presence is 
recognized. 


MATERIAL AND METHODS 


Two main divisions of the material under 
study are the Freeman-Watts series of pre- 
frontal lobotomy patients numbering about 
600; and the transorbital lobotomy patients 
numbering about 2,400. For purposes of 
comparison the patients operated upon in 
state mental hospitals have been separated 
from those operated upon as private patients. 
Since this is a study of lobotomy in the 
functional mental disorders, the pain syn- 
dromes have been excluded, as well as organic 
disorders, and small numbers of patients with 
addiction, psychopathy, criminality and epi- 
lepsy. Inclusion of these patients might be 
justified, but their numbers are too small to 
be of statistical significance. The remaining 
cases have been subdivided into the schizo- 
phrenic, the affective and the psychoneurotic. 

These broad subdivisions permit the in- 
clusion of 90% or more of the patients. 
Classification is based upon the symptoma- 
tology displayed at the time of operation. 
The reaction type rather than the clinical 
diagnosis was selected in order to compare 
large groups. In a preliminary study of 20 
patients coming to operation at one hospital, 
there were 13 different diagnoses. Such 
morsellation would lead to little in the way 
of significant comparison of one group with 
another. In many instances a diagnosis on 
a hospital chart was made years beforehand 
and never revised. This is particularly true of 
the category manic-depressive. When review 
of the history revealed that the patient had 
been continuously hospitalized for 10 years 
or more and had deteriorated emotionally 
and intellectually, the current aspect of the 
patient made it seem advisable to change the 
diagnosis to schizophrenia. In the case of 
the involutional psychoses, those showing 
schizoid or paranoid trends were set apart 
from those showing more purely affective 
disorders, and were grouped with the larger 
number of schizophrenic individuals. Once 
in a while a true manic-depressive patient 
was operated upon, but the results have not 
been outstanding. More impressive was the 
number of supposedly psychoneurotic pa- 
tients who after lobotomy progressed into 
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full-blown schizophrenic upsets that might 
be permanent. This accounts for practically 
all of the hospitalized patients in the psycho- 
neurotic group. These patients were retained 
in the group with the rest of the psycho- 
neurotic patients because of their manifest 
behavior at the time of operation, irrespective 
of what course they later pursued. 

Different methods of study had to be 
applied to private patients as contrasted with 
those operated upon in state hospitals. It 
proved impossible to follow up the state 
hospital patients who were discharged to 
their homes except in the West Virginia Proj- 
ect(2). Consequently the criterion of com- 
munity life was selected for the state hospital 
patients, whether they were in or out of 
hospital. The private patients were followed 
in their adjustment outside the hospital. 
The categories are shown in the accompany- 
ing charts. The term: “Employed” is used 
for those patients who are engaged in some 
occupation outside the home. This may range 
all the way from managing a_ business 
through helping in a family concern to part- 
time unpaid work in Goodwill Industries or 
similar organizations, or attendance at school. 
The term: “Keeping house” is used for those 
patients who maintain executive authority 
in the home, even though much of the actual 
work is performed by another member, or 
by domestic employees. We have followed 
one patient (since 1941) whose wife is em- 
ployed regularly, while he keeps house, The 
arrangements in this household are a bit 
sketchy, but nevertheless this man is not idle 
at home nor merely helping in washing 
dishes, cooking and making beds. He has 
charge of the household. The term: “Home” 
is used to connote residing at home with re- 
sponsible relatives or under paid supervision. 
Such an individual may be quite presentable 
and may perform tasks under supervision, 
or may have retired from employment be- 
cause of age or disability. Some of these 
people are in nursing homes, and a few in 
county homes, but they are not sufficiently 
disturbed or disturbing to require hospitaliza- 
tion in a psychiatric institution. The term: 
“Hospital” speaks for itself. Such patients 
are usually too abnormal in their behavior to 
be tolerated in the community, although a 
certain number of them could be managed 


at home if relatives would care for them. 
The degree of improvement in hospital ad- 
justment cannot be determined in statistical 
fashion since so many criteria and so many 
judges are involved. Whether or not patients 
improve while continuing under treatment in 
a hospital, they are still in a hospital and 
usually at the expense of the state. 

In setting up the figures for the charts, the 
patients operated upon as private patients 
have been checked for their performance on 
the anniversaries of their operations, Some 
patients have been at home, say, tor 9 months 
of the year, but have spent their O-Day in 
the hospital. Others have the opposite pat- 
tern; they are out of the hospital on their 
O-Day, but at home most of the year pre- 
ceding or following. 


GENERAL RESULTS 


The prefrontal lobotomy series of Free- 
man and Watts consists of 625 patients op- 
erated upon between September 1936 and 
May 1948. Of these, 114 have died, 16 from 
operative or postoperative complications. The 
survivors are scattered among 36 states and 
7 foreign countries. All patients have been 
accounted for up to 5 years after operation 
and nearly 200 through the 10-year period, 
the others having been operated upon less 
than 10 years ago. Except for the immediate 
surgical mortality there appears to be no 
pronounced increase in mortality in the years 
following convalescence. 

The transorbital series of private patients 
consists of 628 patients operated upon be- 
tween 1946 and 1954. Seven deaths were 
attributable to operation and 33 to other 
causes, At last reports these patients were 
scattered through 42 states and 17 foreign 
countries. Subsequent mortality compares 
favorably with the prefrontal series. The 
follow-up is much shorter and less complete, 
but about half of the surviving patients have 
been followed through the 4-year period. 

Comparison of the 2 series with regard 
to convulsive seizures reveals that 6 of the 
transorbital series and 143 of the prefrontal 
series had one or more convulsions, approxi- 
mately 20 times as many in the prefrontal 
group. This problem has been studied pre- 
viously(3). Multiple transorbital lobotomies 
produce no greater number, while multiple 
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prefrontal lobotomies increase the incidence 
of seizures to 53%. 

In the period of observation there have 
been 21 marriages among the prefrontal 
patients and 23 children born, 4 of them 
illegitimate. Among the entire transorbital 
series (2,454 cases as of the tabulation date) 
there were 28 marriages and 62 children 
born, 4 of them illegitimate. These figures 
for marriages and children born are probably 
low for the transorbital series, since so many 
of the patients, particularly from state hos- 
pitals, are absorbed into the community with 
little or no difficulty, The receipt of a wed- 
ding or a pink or blue baby card from a 
former patient arouses a certain pleasurable 
reaction in the recipient that carries him back 
to Christmas Day in 1936. 

Antisocial behavior has seldom been noted. 


One homicide was perpetrated by a pre- 
frontal lobotomy patient but it was con- 
sidered by the court to have been an accident 
and the question of operation was not raised. 
Three patients have been killed, including a 
lovely young woman in the infamous plane 
explosion in December 1955. Financial ir- 
regularities, and particularly sex crimes, have 
been very few. Irresponsibility in the use of 
alcohol has been noted in both series, with 
accidental death attributable to drunken driv- 
ing in 4 patients of the total 3,000. For- 
tunately in these accidents only the patients 
were killed. 


SOCIAL ADJ USTMENT 


Social adjustment of patients undergoing 
prefrontal lobotomy is shown in Figs. 1, 2, 
and 3. It requires about 2 years for patients 
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to become stabilized, and thereafter, up to 
the 10-year period, there is remarkable sta- 
bility, relapsing patients being about equally 
balanced by those who show belated or peri- 
odic improvement. After the 10-year period 
the small numbers make for a rather wobbly 
curve. In the period from § to 10 years after 
prefrontal lobotomy approximately 70% of 
the surviving schizophrenics, 80% of the 
involutionals and 90% of the psychoneurotics 
are out of the hospital. As far as transorbital 
lobotomy is concerned, Figs. 4, 5, and 6 re- 
veal that stabilization is accomplished at the 
end of the first year, and that social status is 
maintained around that level during the 
period of adequate observation. During the 
6 years after operation 80% of the schizo- 
phrenics are out of the hospital and over 


Years 


Fic. 2 


90% of the involutional and psychoneurotic 
patients. 

The superiority in social adjustment fol- 
lowing transorbital lobotomy is not due to 
the operation alone, but also to the earlier 
application of this method. This is shown in 
Table 1. In this table the criterion of im- 
provement has been the ability to live out- 
side the hospital for more than 6 months 
during the period of observation. Since the 
figures all range over go%, they reveal no 
significant differences between the 2 methods. 
What the patients in the two series, pre- 
frontal and transorbital, have in common is 
a family that is sufficiently interested to make 
a home for the released patients. 

Detailed breakdown of these figures shows 
that there is no difference between results in 
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TABLE 1 


COMPARISON OF PREFRONTAL AND TRANSORBITAL LoBoTOMy ON PRIVATE PATIENTS RESULTS 
AccorDING TO DuRATION oF HospiTALIZATION 
Percent of 


Duration of hospitalization before 
operation 


Diagnosis b ’ ‘Range Average Median 
Schizophrenias 
Prefrontal 0-29 yrs. 
Transorbital 0-26 yrs. 


Involutional Depressions 
Prefrontal O- 9 yrs. 
Transorbital O- 9 yrs. 


Psychoneuroses 


Prefrontal s. 


Oo Sy 
O- 5 yrs. 
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males and females, and but little in the vari- 
ous types of schizophrenia, although the 
catatonics show up slightly less well than do 
the paranoids. Furthermore, age has little to 
do with the result, although patients under 
20 years of age usually fare poorly. As a 
matter of fact, those with schizophrenia be- 
ginning in childhood (6 prefrontal and 3 
transorbital) have been omitted from the 
tabulations. 

In the series of patients with involutional 
depressions there is more adequate and pro- 
ductive return to former social activities in 
the transorbital lobotomies than in the pre- 
frontals. This probably reflects the less 
damaging effect upon the personality of the 
minor operation. The same is true of the 
patients with the various forms of psycho- 
neurosis. Differences in the various types of 
psychoneurosis are insignificant as far as 
operative results are concerned. 


STATE HOSPITAL EXPERIENCE 


Lobotomy in state hospitals is used for the 
relief of mental disorders characterized by 
intense suffering and disturbed behavior that 
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have not yielded to more conservative meas- 
ures. The operation should be considered not 
so much a measure of last resort, but rather 
as the turning point in effective treatment. 
Following the original contribution of 
Strecker, Palmer, and Grant(4), thousands 
of chronically ill and violent patients have 
been rendered more amenable to management 
in psychiatric hospitals. However, the rate 
of release of such patients from hospitals 
has been rather low. The relationship of the 
duration of hospitalization before transor- 
bital lobotomy to the rate of release is shown 
in Fig. 7 for the schizophrenic patients and 
in Fig. 8 for those with affective disorders 
(involutional depressions and manic-depres- 
sive states). Since the stabilization after 
transorbital lobotomy is reached at the end 
of 1 year, the status of the patient on the first 
anniversary of O-Day was chosen as the 
criterion. These figures show a differential 
of about 20% in favor of the affective dis- 
orders, but, nevertheless, a definite and sus- 
tained rise with increasing duration of 
hospitalization. 

When lobotomy is performed with the 
expectation of rehabilitation and release, the 
selection of patients is made with the fore- 
going in mind. Eighty percent of the 229 
schizophrenic patients hospitalized less than 
one year were out of the hospital on their 
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first O-Day anniversary. Delay into the sec- 
ond year cut this figure to 52% (176 pa- 
tients), while still further postponement to 
the 5- to 10-year period brought it to 30% 
(289 patients). A handful of heroic patients 
(or belonging to heroic families) were out 
of the hospital on their O-Day anniversary 
after institutionalization as long as 23 years. 
These releases, it is emphasized, were not 
merely home visits but releases of more than 
6-months’ duration. 

Lobotomy can make its effect felt as far 
as hospital population is concerned when it is 
performed as a measure for restoring pa- 
tients to socially acceptable behavior while 
their families are still interested and willing 
to receive them. 

Another study of release rates was under- 
taken by comparing different hospitals and 
different services, male and female, in the 
same hospitals. During the years 1943 to 
1948 at St. Elizabeths Hospital, Washington, 
D. C., there were 60 prefrontal lobotomies 
performed for mental disorder, 18 men and 
42 women. These are compared with data 
from 36 state mental hospitals where trans- 
orbital lobotomy has been carried out on a 
total of 1,621 patients (Fig. 9). Again the 
criterion is the release of the patient from 
the hospital for a period longer than 6 
months. Here is shown a fairly close rela- 
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tionship between the duration of hospitaliza- 
tion previous to lobotomy and the percentage 
of patients released. The spread from the 
average is due to 2 main causes, the selection 
of patients for operation and the efforts of 
the staff to secure the cooperation of rela- 
tives in caring for patients when they are 
able to leave the hospitals. This is revealed 
by comparing the results of the male and 
female services in certain state hospitals. 
Table 2 shows some of the more significant 
data. 


TABLE 2 


INFLUENCE OF SELECTION oF Patients Upon tHe Rate or ReLease 


The factor of race cannot be evaluated 
upon the data presented. Two hospitals ex- 
clusively for Negro patients are included in 
the list. One has a release rate of 56%, the 
other 25%. Since the duration of hospitaliza- 
tion is not markedly different in the patients 
operated upon at the two hospitals it would 
seem that the efforts of the staff were more 
productive in one than in the other. The 
hospitals at the top of the scale secured 
the best cooperation from the families of 
patients. 


SUMMARY 


Three thousand lobotomy patients have 
been compared in 3 different categories: (1) 
Prefrontal lobotomy versus transorbital lo- 
botomy; (2) private patients versus state 
hospital patients; (3) according to person- 
ality reaction type, schizophrenic, affective 
and psychoneurotic. 

Follow-up studies reveal that following 
prefrontal lobotomy some 70% of schizo- 
phrenics, 80% of affectives, and 90% of 
psychoneurotics are functioning outside of 
the hospital in the 5- to 10-year period. This 
figure is twice as high in private patients as 
it is in state hospital patients. 

Transorbital lobotomy is safer, more effec- 
tive (with the exception of the hallucinated 
schizophrenic patients), and far more ap- 
plicable to the problem of the state hospital, 
than is prefrontal lobotomy. 


Percent of 
survivors out Duration of hospitalization before 
of hospital operation 
more than — A — 

Hospital No. 6 mo. Range Average Median 
No. 1 

Male ... . 40 81 I mo.- 7 yrs. 1.4 yrs 0.7 yrs. 

Female .. - 55 2 mo.-19 yrs. 6.1 yrs. 3 yrs. 
No. 2 

Male .. . 6 40 2 mo.-19 yrs. 4.6 yrs. 4 yrs. 

Female so 352 58 2 mo.-31 yrs. 5.8 yrs. 3 yrs. 
No. 3 

Male .. an a 28 2 mo.-28 yrs. 5.8 yrs. 2.5 yrs 

Female . a: ae 46 5 mo.-20 yrs. 48 yrs. 3 yrs. 
No. 4 

52 2 mo.-19 yrs. §.2 yrs. 3 yrs 

Female 73 59 2 mo.-23 yrs. 4.7 yrs. 4 yrs. 
St. Elizabeths Hospital Prefrontal lobotomy 

. 35 yr. -20 yrs 7.5 yrs. 7 yrs 

PE eiecvevedbddessatecses 42 45 2 mo.-16 yrs 5.9 yrs. 6 yrs 
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Multiple operations have been performed 
in about 1 patient in 10, with eventual satis- 
factory results in a third of them. When it 
is considered that this fraction amounts to 
100 patients out of the hospital, this figure 
acquires significance. 

Hospitals that select patients for opera- 
tion with a view to release, and that en- 
courage the relatives of patients to participate 
actively in the management of convalescence, 
enjoy a much higher percentage of released 
patients than do those that employ lobotomy 
more for the control of disturbed behavior. 
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DISCUSSION 


Paut A. Royat, M.D. (Lincoln, Nebr.).—Dr. 
Freeman's paper is most enlightening as to the ad- 
justment to other-than-hospital living of loboto- 
mized patients. As he has clearly shown, the sooner 
after the onset of the psychosis or the neurosis that 
psychosurgery is performed, the more favorable are 
the results that may be expected. This definitely 
holds true for the higher precentage of gratifying 
results obtained in the rather small number of pa- 
tients operated at “Green Gables” in Lincoln. All 
our operated patients but one have had transorbital 
lobotomy—all operations(81) have been done 
within the last 74 years. 

Judging by their coming to a private psychiatric 
hospital, the financial and cultural background of 
our patients may be a bit better than of those oper- 
ated in other than private hospitals. Certainly one 
must expect in patients with higher cultural and ed- 
ucational background, more capacity to adjust, fol- 
lowing operation to difficulties, conflicts and emo- 


tional upheavals than in those with less education, 
and refinement. 

In selecting patients for lobotomy we believed 
that college graduates, then ill, were more favorable 
candidates than those having much less education. 
Such has proven true in our small series. It would 
be interesting if Dr. Freeman tabulated in his 3,000 
cases, the educational background of his patients 
prior to their undergoing psychosurgery. 

Also the length of illness prior to hospitalization 
in our hospital has been much shorter than in many 
of the patients reported by Dr. Freeman. Our only 
objective, except in 3 cases, was to afford sufficient 
improvement for the patient to leave the hospital ; 
to return to society, capable of carrying on the 
former duties of his home or business. 

Most gratifying to our hopes for this adjustment 
are the unsolicited Christmas letters of appreciation 
from former patients and from relatives or friends 
of operated patients referring other mentally ill pa- 
tients for psychosurgery. While relating the his- 
tory of a patient brought to the hospital, the sister 
requested that he have “the brain operation.” When 
asked why she thought an operation was indicated, 
she replied “I know of 3 patients operated here 
who have made a recovery.” It is difficult to re- 
fuse such a request when the patient has previ- 
ously been hospitalized and received electroshock 
treatment series on 3 occasions. This patient re- 
mained well since June 14, 1952. One of our col- 
lege graduates who had had two series of shock 
treatments prior to transorbital lobotomy on Febru- 
ary 13, 1953, has for 3 years satisfactorily retained 
her responsible position with our State Rehabilita- 
tion Department. 

Another patient, 88 years old, was reluctantly 
operated on but lived at home a year following 
transorbital lobotomy. His wife, who had lived with 
him for 64 years, felt it her duty to care for him 
at home. She could not do this prior to operation, 
because of the patient’s belief that the wife was 
entertaining a secret lover on the other side of their 


Two of our patients living outside have returned 
within the last 6 months for shock treatments, but 
are now at home again. 

Seventy-five percent of our lobotomy patients 
are able to be at home or at work outside the hos- 
pital ; 169%, including one reformatory inmate, are 
hospitalized; 84% have died since operation. 
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PSYCHOTOMIMETICS, CLINICAL AND THEORETICAL 


CONSIDERATIONS: HARMINE, WIN-2299 AND NALLINE ' 


This report describes the clinical effects 
of 3 psychotomimetics in mental patients. 
The results will be related to nosological and 
certain biological aspects of the “model psy- 
choses” in general. The agents are (1) har- 
mine, an alkaloid present in plant prepara- 
tions ingested by some South American 
tribes(1); (2) Win-2299, a_ synthetic 
cholinolytic(2) and (3) N-allylnormorphine 
(Nalline), a synthetic morphine antagonist 


(3, 4, 5). 


MATERIAL AND METHODS 


Single dosages of the drugs were given 
to 32 voluntary, physically normal mental 
patients, at the New York State Psychiatric 
Institute; 29 were in the 18-35 year age 
range; 1g were males and 13 females. 
Twenty-two were schizophrenics of the 
pseudoneurotic and other nondeteriorated 
types, with only the primary symptoms of 
the disorder. Five additional schizophrenics 
had auditory hallucinations or delusions be- 
fore the drugs. The remaining 5 subjects 
had severe psychoneuroses or recurrent de- 
pressions. No patient had clouding of con- 
sciousness. Each drug was given about 9: 00 
a.m., after a light breakfast and a 48-hour 
medication-free period. Examination by the 
authors and nurses were made for the re- 
mainder of the day in a shaded private room 
and also in the succeeding 72 hours. No 
patients were informed of the probable ef- 
fects of the procedures. Most subjects 
showed excellent cooperation in reporting 
drug effects. In most cases, each patient re- 
ceived one drug of the 3 tested, but some 
received different doses of harmine on differ- 


1 Read at the 112th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, IIl., April 30- 
May 4, 1956. 

2 Director of Clinical Research, Eastern Pennsyl- 
vania Psychiatric Institute, Philadelphia, Pa. 

® Commissioner of Mental Hygiene, New York 
State. 

The actual study was performed at the New York 
Psychiatric Institute, New York, Department of 
Experimental Psychiatry. 


HARRY H. PENNES, M.D.,? Pa, ann PAUL H. HOCH, M.D.,° New York Crry 


ent days. Each drug was given in salt form 
but for brevity will be referred to as the 
base. 


RESULTS 


GENERAL 


Since the new manifestations under the 
drugs were not present in the pre-admin- 
istration period, they were clearly distin- 
guishable from the patients’ baseline symp- 
toms. At low dosage, each drug produced 
slight drowsiness, either with or without 
other symptoms. With medium or high 
dosage, the reactions qualitatively resembled 
those in a former series of similar subjects 
who received mescaline or LSD(6, 7, 8). 
Thus, diffuse alterations usually occurred 
in many realms—autonomic, motor, per- 
ceptual, emotional, intellectual, and be- 
havioral. Unlike mescaline or LSD (ef. 
Discussion for dosages), the present drugs 
regularly elicited some degree of clouding of 
consciousness in addition to the preceding 
changes. The characteristic reaction at 
medium or high dosage was a semidelirioid 
or confusional state with intermittent drow- 
siness or sleep. The confusional periods 
were cyclic. Their intensity and time of 
occurrence correlated only partly with drow- 
siness or sleep. Major symptoms were 
impairment of contact, attention, grasp, re- 
sponsiveness, and concentration, with gen- 
eral “dreamy” or twilight quality. Full de- 
lirioid reactions occurred in 2 subjects at 
the highest dosages of 2 drugs (Win-2299, 
Nalline). Most subjects had intermittent 
amnesia during the reaction itself but were 
able to provide adequate descriptions of the 
major events. A spotty defect in recall was 
usually present in the 72-hour follow-up 
period. 

Visual hallucinations (cf. Discussion for 
alternative terminology) occurred at medium 
or high dosage with all 3 drugs. Subjects 
were easily roused after the onset of drowsi- 
ness or sleep and reported some of the hal- 
lucinations that had occurred in the “dream- 
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ing” state. In all cases, the hallucinations 
occurred only with eyes closed and disap- 
peared promptly when the eyes were opened. 
Hallucinations other than visual were infre- 
quent, Perceptual distortions of body and 
environment were moderately frequent. 

Neurological changes included varying de- 
grees of subjective vertigo, light-headedness, 
subjective and objective ataxia, and sluggish 
speech. Like mescaline and LSD, these 
drugs produce a variable degree of intensifi- 
cation of different types of baseline symp- 
toms. Harmine also occasionally produced 
a shallow euphoria. Nalline often produced 
relaxation of rather marked degree. After 
a few initial hours of peak intensity, reac- 
tions usually subsided gradually between the 
fourth to eighth hours, often with fluctua- 
tions in degree before complete remission. 
No subject reported effects after 24 hours 
except for minor, nonspecific “hangover” 
feelings. 


INDIVIDUAL DRUGS 


Harmine.—Turner, Merlis, and Carl have 
recently pointed out that the alleged hallu- 
cinogenic activity of pure harmine is a com- 
plicated issue on the basis of the previous 
literature on crude plant extracts(g). The 
threshold hallucinogenic dose of the pure 
drug in the present study ranged from 150.0- 
200.0 mgm. intravenously. With this route, 
5 of 11 subjects reported visual hallucina- 
tions of varying degrees of complexity and 
organization. Bradycardia and hypotension 
occurred with all doses of intravenous har- 
mine despite a 20- to 30-minute injection 
time, thereby limiting maximum dosage to 
300.0 mgm. Average maximum changes 
were a pulse rate of 18 beats per minute and 
systolic blood pressure fall of 16 mm. mer- 
cury. Injection in one subject was termi- 
nated at 210.0 mgm. because pulse rate 
dropped from 82 to 48 per minute and blood 
pressure from 118/78 to 88/60. Recovery 
occurred in about 30 minutes. The drug was 
not hallucinogenic by the oral or subcuta- 
neous routes. However, ingestion of crude 
plant extracts by natives does produce visual 
hallucinations according to field observa- 
tions(10, 11, 12). In an experimental study 
by Cardenas(13), normal subjects also re- 
ported visual hallucinations and other effects 


noted here, after ingestion of an aqueous 
solution of yahé (Banisteria caapi, a source 
of harmine). Visual hallucinations might 
have occurred in the present study with 
higher oral doses, the maximum oral amount 
(960.0 mgm.) being 4.8-6.4 times greater 
than the intravenous threshold hallucinogenic 
amount (150.0-200.0 mgm.). The amounts 
of harmine taken orally under field condi- 
tions and in Cardenas’ study are unknown, 
precluding comparison with the present 
study. Further analysis of the hallucinogenic 
activity of harmine is complicated by nu- 
merous botanical and chemical considera- 
tions(1, 10, II, 14). 

Additional reactions to harmine which 
occurred frequently were : nausea and vomit- 
ing ; slow, coarse, spontaneous tremor of the 
extremities of an “extrapyramidal” appear- 
ance; humming and buzzing noises (no 
voices); “waviness” of the environment ; 
“sinking” sensations of the body ; subjective 
sense of body vibration ; and subject numb- 
ness, accompanied by objective evidence of 
reduced sensitivity to light touch and pin- 
prick, These reactions, plus all the preced- 
ing, occurred in almost every patient with 
the intravenous route ; and (except for hal- 
lucinations) some occurred with oral dosages 
higher than the threshold of 300.0-400.0 
mgm. The reactions were generally more 
intense by the former route. 

Win-2299.—The mental effects of Win- 
2299 in man have apparently not been de- 
scribed previously. The 2 subjects receiving 
2.0 mgm, had the sedative effect. One of 
these subjects in addition became “hyper- 
sensitive” to light and sound, and spots on 
the wall moved and changed form. At the 
6.0 mgm. level, all 4 subjects had severe 
mescaline- or LSD-like reactions plus a con- 
fusional state of moderate degree. These 
mescaline-like effects included bizarre per- 
ceptual distortions of soma and environment, 
unreality feelings, and synesthesias in one 
case. The single subject at 10.0 mgm. had 
a full delirioid episode with complete loss of 
contact, disorientation for time, place, and 
person, and responses to complex, organized 
visual and auditory hallucinations. This re- 
action occurred in brief but cyclic episodes ; 
partial contact and lucidity were restored 
after persistent comments and questions. 


q 
| 
| 


1957] HARRY H. PENNES AND PAUL H. HOCH 889 


Most subjects had a moderate degree of 
mydriasis; blood pressure and pulse rate 
changes were insignificant. 

Nalline.—The results with Nalline in the 
main confirmed previous observations of 
others in different types of subjects, includ- 
ing normals(3, 4, 5). Past and present 
findings included varying degrees of relaxa- 
tion or euphoria, anxiety and dysphoria, 
miosis, nausea, drowsiness and sleep, thought 
disturbances, feelings of heaviness or light- 
ness of limbs, and visual hallucinations. In 
the present series, visual hallucinations oc- 
curred in the single subject receiving 10.0 
mgm., in 7 of 8 at 20.0 mgm., and in 2 of 
3 at 30.0 mgm. In 4 cases (and in 2 with 
harmine) the hallucinations were Lilliputian 
in type, a not infrequent feature of acute 
toxic psychoses in general. So far as can 
be judged from the literature, a possible 
major difference from previous observations 
consisted in the occurrence of frank mesca- 
line-like or delirioid reactions. At 20.0 mgm, 
3 subjects had typical diffuse, bizarre per- 
ceptual disturbances, severe unreality feel- 
ings, and other signs of psychic disorganiza- 
tion. At 30.0 mgm., a similar reaction 
occurred including auditory hallucinations 
and synesthesias. In another subject at this 
dose the effect was overtly delirioid, with a 
strong resemblance to the Win-2299 toxic 
psychosis previously described. The intra- 
venous route probably accounts in part for 
the appearance of these reactions, since pre- 
vious reporters of the mental effects of 
Nalline have used the subcutaneous route, 
usually at dosages of 10.0-15.0 mgm. and 
sometimes higher(3, 4, 5). 


DISCUSSION 


Relatively high doses of harmine by the 
intravenous route were required to produce 
the full psychotomimetic effect with visual 
hallucinations. The same was probably true 
of Nalline. It is conventionally stated that 
acute toxic psychoses occur in apparently 
normal individuals after high dosages of 
various other drugs, for example, atropine 
and cocaine(15). There is a dearth of pre- 
cise data on the number of such drugs, dos- 
ages required, and regularity of effects. 
However, not all drugs in relatively high 
dosage produce the diffusely abnormal men- 


tal changes which are the criteria of psycho- 
tomimetic action. For example, clinical 
differentiation may be made between a con- 
fusional-hallucinatory state and a simple, 
progressive depression of level of conscious- 
ness elicited by narcotics and other agents. 
High dosage alone would therefore not pre- 
clude the classification of the present or 
other drugs as psychotomimetic in a selec- 
tive or specific sense. Transient cerebral 
anoxia could have resulted from the hypo- 
tension and bradycardia with intravenous 
harmine or a respiratory depressant action 
of Nalline, which has been reported at dos- 
ages used in this study(3, 5). The florid 
and diffuse reactions elicited by these 2 drugs 
would certainly not appear to be character- 
istic of those in cerebral anoxia. In addition, 
the circulatory effects of harmine usually 
disappeared about 20 minutes after termi- 
nation of injection, whereas the mental re- 
actions lasted at least several hours at peak 
intensity. 

Harmine, Win-2299, and Nalline funda- 
mentally produced an acute organic reaction 
type, because of the basic mental clouding 
and confusional effects. Harmine and Nal- 
line each produced mental clouding together 
with systemic toxicity (cf. above) ; on the 
other hand LSD and mescaline elicit neither 
clouding or toxicity in major form within a 
certain dosage range. However, Win-2299 
did not display this association of the 2 ef- 
fects, since severe mental clouding occurred 
without obvious systemic toxicity. It is pos- 
sible that confusional aspects may be more 
prominent for a given agent whose threshold 
psychotomimetic dosage is high relative to 
threshold dosage for any effect. Cuantita- 
tive data relevant to this proposition are 
lacking for any psychotomimetic but are ob- 
tainable in principle. It is very probable, 
however, that absolute dosage thresholds for 
psychotomimetic activity correlate poorly 
with mental clouding. In ascending order, 
these dosages are very approximately: LSD 
(oral or intravenous) under 100 micro- 
grams; Win-2299 (oral) and Nalline (sub- 
cutaneous or intravenous) 5.0-20.0 mgm. ; 
harmine (intravenous) and mescaline (oral 
or intravenous) over 100.0 mgm. LSD and 
mescaline are at opposite extremes of an 
enormous absolute dosage range, and produce 
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practcially no clouding whereas the 3 inter- 
mediate agents elicit frank clouding at near 
threshold. 

There is evidence, however, that LSD and 
mescaline may produce clouding of con- 
sciousness at dosages well above threshold. 
Pennes has previously reported a sedative 
effect of LSD in 26.0% of a series of schizo- 
phrenics(8). The drug less occasionally 
(about 10.0% of cases) produced a con- 
fusional state(7). MacDonald and Galvin 
more recently reported a 58.0% incidence of 
mental clouding and confusion after LSD in 
50 subjects. The psychotic subjects in their 
series apparently received the drug in dos- 
ages (per kilogram of body weight) up to 
6.0 micrograms as compared with 1.0-2.0 
micrograms orally in Pennes’ series(16). 
Mescaline sulfate (400.0-600.0 mgm., intra- 
venously) often produces slight drowsiness 
throughout the entire reaction and occasional 
confusional states(7). 

There may be an underlying similarity for 
all the drugs under discussion in the rela- 
tionship of the visual hallucinogenic response 
to visual restriction and hypnagogic mecha- 
nisms. First, it will be recalled that visual 
hallucinations with the present drugs always 
disappeared when the eyes were opened. 
Wikler noted the same in post-addicts under 
mescaline(4). The authors have not noted 
this effect in frank form with either mesca- 
line or LSD but have occasionally observed 
that hallucinations are reported as less dis- 
tinct and vivid when the eyes are opened. 
Darkening of the room does initiate or in- 
tensify visual hallucinations with eyes open 
under mescaline or LSD. If eye closure and 
reduction of intensity of external light af- 
fect drug-induced hallucinations by the same 
mechanism, then the difference with respect 
to this mechanism may therefore be negli- 
gible between the present drugs and LSD. 
Such a mechanism may be related to that 
presumably operative in hallucinations and 
other mental disturbances recently reported 
as occurring with generalized restriction of 
sensory input(17). 

Secondly, the abnormal visual phenomena 
with the present drugs are probably best 
categorized as hypnagogic hallucinations or 
even more broadly as hypnagogic imagery 
or visions. This term is used because of the 


invariable drowsiness (cf. Results, Gen- 
eral) ; disappearance on eye opening is also 
consistent with the hypnagogic quality of the 
response. According to Ardis and McKellar, 
spontaneous visual hypnagogic images in 
normals are usually experienced in the 
drowsy state and with eyes closed. These 
authors also found strong resemblances in 
detail between mescaline visual hallucina- 
tions and normal visual hypnagogic imagery 
(18). Previous workers with Nalline have 
variously used the terms visual hallucina- 
tions, day-dreaming, vivid visual fantasies in 
a dreamy state, or nightmares. 

The apparent differences between the 
present drugs and mescaline or LSD may 
therefore be quantitative rather than quali- 
tative. The conclusion would be that mesca- 
line and LSD may also basically produce an 
organic reaction type. It is a familiar ob- 
servation that the visual hallucinations which 
are so characteristic of the drugs under con- 
sideration are relatively infrequent in 
chronic schizophrenia. These considerations 
obviously do not preclude various possible 
relationships between psychotomimetics and 
a possible endogeneous “toxic factor” or 
metabolic disturbance in the “functional” 
psychoses. Hoch and Wikler have recently 
and independently summarized the other im- 
plications of the drugs and the “model” psy- 
choses for experimental psychiatry(19, 20). 

The indole nucleus, alleged to be specific 
for psychotomimetic activity(21), is absent 
in mescaline, Win-2299, and Nalline. How- 
ever, with the exception of mescaline, the 
remaining 4 psychotomimetics contain a ter- 
tiary nitrogen grouping (2 in LSD). Since 
these compounds are otherwise grossly dis- 
similar in molecular configuration (fig. 1), 
the entire structure undoubtedly has to be 
taken into account. Despite this well-known 
factor and the very small series of drugs, 
there are certain indications that the tertiary 
nitrogen grouping may contribute to psycho- 
tomimetic activity. In brief, some of the evi- 
dence relates to effects of apparently minor 
changes in the LSD molecule, effects of 
quaternization of Win-2299 on its CNS po- 
tency(2), and comparison of the actions of 
serotonin with those of its tertiary amine 
derivative, bufotenine(22). However, in ad- 
dition to mescaline, the literature reports 
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Structures of Some Psychotomimetics. 


Fic. 1.—Harmine was supplied in 2 forms: as the 
base isolated from Banisteria caapi(1) and as the 
synthetically-prepared HCl-2H:O. The following 
dosages refer to hydrochloride form in each case. 
Harmine: oral, 11 patients, 20.0-960.0 mgm.; sub- 
cutaneous, 6 subjects, 40.0-70.0 mgm.; and intra- 
venous, II patients, 100.0-300.0 mgm. Win-2299 
tablets: 7 patients, 2.0-10.0 mgm. Nalline: intra- 
venous, 12 subjects, 10.0-30.0 mgm. Intravenous 
harmine and Nalline were injected over a 20-30 
minute period. 

Mescaline and lysergic acid diethylamide (LSD) 
were not given in this study. LSD and harmine 
contain the indole nucleus whereas the remainder do 
not. The tertiary nitrogen grouping is present in 
LSD (both in aliphatic chain and cyclic constit- 
uent), harmine (non-indole member), Wéin-2299 
(aliphatic side chain), and Nalline (linking allyl 
side chain with ring member). Cf. Discussion 

3oth forms of harmine were supplied as the dry 
compound by Dr. K. K. Chen, Eli Lilly Labora- 
tories, Indianapolis, Indiana. For parenteral admin- 
istration, solutions in pyrogen-free distilled water, 
20 cms.,* were used several hours after autoclaving. 
Win-2299 was supplied by Sterling-Winthrop Re- 
search Institute, Rensselaer, N. Y., as the racemic 
mixture of the hydrochloride salt. Nalline was sup- 
plied by Merck and Co., Rahway, New Jersey, N- 


other psychotomimetics without the tertiary 


nitrogen groupings: marijhuana, which is 
non-nitrogeneous(9) and 3,4,5-trimethoxy- 
amphetamine, a mescaline derivative(23). 
Some types of centrally acting drugs other 
than psychotomimetics also possess the ter- 
tiary nitrogen grouping. Futher analysis of 
these relationships will be presented else- 
where(24). 

There is no apparent common neurophar- 
macological basis for the psychotomimetic 
action in general and for harmine, Win-2299, 
and Nalline in particular(2, 5, 25). Win- 
2299 is qualitatively similar to atropine in 
animals by virtue of its peripheral cholinoly- 
tic and central actions(2). The mechanism 
of production of abnormal mental effects 
may be similar for both drugs, Win-2299 ap- 
parently having a lower threshold dosage. 
According to recent speculations, some psy- 
chotomimetics may produce their effects as 
antagonists of cerebral serotonin(26, 27). 
The mental effects of oral LSD and intra- 
venous harmine (both indoles and peripheral 
antiserotonins) differ in many respects (Re- 
sults, General and Harmine). The difference 
in route of administration is not a factor in 
view of the finding of Hoch that oral and 
intravenous LSD have the same qualitative 
effects(28). However, differences in relative 
dosage levels may contribute to the apparent 
dissimilarities between the 2 drugs. 


SUMMARY 


Harmine, Win-2299, and Nalline in single 
dosage produce many new mental effects in 
schizophrenics grossly similar to those elic- 
ited by mescaline and LSD. Many of the 
same effects are reported in normals after 
harmine and Nalline (other workers). Un- 
like mescaline and LSD at usual dosage 
levels, the present psychotomimetics regu- 
larly produce drowsiness and sleep along 
with the aberrant mental effects. The re- 
sultant state is partly that of “hypnagogic” 
visual hallucinations or imagery. The results 
with increased dosage suggest that the basic 
Allylnormorphine HC! = Nalline HCI; ampoules of 
distilled, pyrogen-free water containing sodium bi- 
sulfate, 0.2% and sodium citrate, dihydrate 1.5%. 
For intravenous administration, ampoule contents 
were diluted up to 20.0 cms.* with pyrogen-free dis- 
tilled water. 
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effect of these agents is to produce an acute 
toxic reaction type. The difference between 
them and mescaline or LSD with respect to 
clouding of consciousness and certain aspects 
of the hallucinogenic response may be quan- 
titative rather than qualitative. The indole 
nucleus is not necessary in the structure of 
psychotomimetics since Win-2299 and Nal- 
line are non-indoles. The tertiary nitrogen 
grouping may contribute to certain aspects 
of psychotomimetic action. 
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INTRATHECAL ADMINISTRATION OF HYALURONIDASE: 


EFFECTS UPON THE BEHAVIOR OF PATIENTS SUFFERING FROM 
SENILE AND ARTERIOSCLEROTIC BEHAVIOR DISORDERS 


Hyaluronidase was first identified in 1929 
by Duran-Reynals(1). At the outset it was 
designated as the spreading factor because it 
was found that when added to subcutane- 
ously injected fluids, it resulted in a surpris- 
ingly rapid spread of such fluid throughout 
the tissues. 

Later it was recognized as an enzyme and 
termed hyaluronidase. Its basic action is to 
cause a breakdown in the muco-polysac- 
charide hyaluronic acid. The latter material 
is present in considerable amount in the in- 
terstices of the tissues and in the cement 
substances between cells. It is the break- 
down of this material that permits the rapid 
spread of all fluids to which hyaluronidase 
has been added. The reestablishment of the 
tissue barrier occurs within 72 hours. In the 
case of hyaluronidase injected into the spinal 
fluid, however, its activity reaches a maxi- 
mum in about 2 hours and disappears in 
about 4 hours(2). With regard to the toxicity 
of the enzyme, amounts up to 500 times the 
therapeutic dose have been injected intra- 
venously into animals without the slight 
evidence of disturbance as recorded in the 
blood pressure, respiration, temperature, 
body and kidney function, and resulted in 
no histological changes in the tissues(3, 4). 

Still later, antihyaluronidase factors were 
discovered, particularly in the blood stream, 
where they act with such intensity as to 
render intravenous use of limited value. 
Hechter(5) found that the natural hyalu- 
ronic acid barrier was partly restored in 24 
hours in the tissues and completely in 48 
hours. It was also discovered that the effects 
of hyaluronic acid are greatly increased by 
pressure(6). This pressure can be applied 


1From the Allan Memorial Institute of Psy- 
chiatry, 1025 Pine Avenue West, Montreal, Canada. 
We are indebted to the Wyeth Laboratories, Phila- 
delphia, Pa., for generous supplies of hyaluronidase 
prepared for intrathecal use and for other techni- 
cal assistance and advice; to Dr. C. Shagass for 
his assistance in the electroencephalographic 
studies; and to Mrs. H. Berger for technical as- 
sistance. 
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externally in the form of an elastic bandage, 
or internally by increasing the fluid pressure 
at the time that the hyaluronidase is injected. 
This increase is normally brought about by 
injecting additional fluids such as saline. The 
additional pressure apparently increases the 
effects of hyaluronidase by continually bring- 
ing it into contact with a wider range of 
structures, as the material spreads out from 
the central point of injection. 

Special reference is made to the matter of 
capillary permeability because of our in- 
terests in the use of hyaluronidase in the 
aged. The earlier workers in this field in- 
cluding Duran-Reynals stated that there was 
an increase in capillary permeability subse- 
quent to intravenous injection of crude 
testicular extracts. Later workers, however, 
believed that the extracts contained histamine 
and that the action on the vessel wall was 
due to this latter substance. Still later in- 
vestigators have demonstrated that 30 min- 
utes after intravenous injection in rats of 
7,500 T.R.U., the enzyme could no longer be 
demonstrated in the blood and that only 2% 
could be found in the urine; the fate of the 
rest of the enzyme is unknown. However, a 
number of workers have indicated that even 
with highly purified products some increased 
permeability of the vessels occurs, and it is 
assumed that this is due to the softening of 
the intercellular cement of supporting con- 
nective tissue. Certain authors, notably 
Kelentei and Foeldes(7} have demonstrated 
that where antibiotics such as penicillin were 
given parenterally, and hyaluronidase in the 
amount of 200-400 T.R.U. per kilogram 
body weight was given intravenously, the 
penicillin could be found in the spinal fluid 
in much higher concentrations than if no 
hyaluronidase was given. 


GENERAL CLINICAL USES 


Hyaluronidase has been used clinically 
since about 1947 when Hechter(8) reported 
on its use in dermoclysis in infants. He 
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found that the addition of hyaluronidase to 
the fluid increased the rate of absorption 
and hence reduced the pain due to distention 
and swelling. 

In urography, the addition of hyaluroni- 
dase expedited the excretion of radio-opaque 
substances(g). 

Hyaluronidase has been used in connection 
with nerve block anesthesia. Here it was 
found useful in increasing both the depth 
and the area, decreasing the duration of 
anesthesia(10). This has been reported as 
particularly valuable in anorectal surgery 
where, in addition to anesthesia, the mini- 
mum of edema is of major importance(11). 

Still other uses are in connection with the 
reduction of edema in the case of sprains, 
or reduction of hematoma as in trauma and 
in postoperative conditions. MacAusland 


et al.(12) have reported hyaluronidase useful 
not only in reducing the swelling associated 
with sprains, fractures and hematomata, but 
also in a case of Volkmann’s contracture as 
dealt with by reducing the fluid subsequent 
to a severe supracondylar fracture of the 
elbow and hence relaxing the arterial spasm, 


which they regard as an antecedent to Volk- 
mann’s contracture. They also refer to its 
use in acute hemophilic hemarthrosis. They 
report 19 cases of good results with restored 
range of painless motion in 48 hours. 

Furthermore, the drug has been used to 
expedite the spread of antibiotics injected 
subcutaneously, There is no evidence that 
existing infections tend to be spread and any 
fears of spreading a malignancy seem un- 
necessary. Bloom et al.(13) have reported 
an interesting use of hyaluronidase in myx- 
edema. They injected testicular hyaluroni- 
dase into the plaques of localized edema 
with the result that these myxedematous 
lesions decreased in size, with a decrease as 
well in the mucilaginous deposits as demon- 
strated histologically. 

Finally, reference is made to its use in 
the treatment of keloids. Cornbleet(14) re- 
ports a series of 26 patients treated with 
local injections of hyaluronidase and radio- 
therapy. In 22, this treatment was coupled 
with surgical removal; none of the keloids 
returned. He points out that the keloids 
represent a localized proliferation of con- 
nective tissue which he considers to be 
composed of fibres and of ground substance. 


INTRACRANIAL USES 


The drug has been used intracranially 
only to a very limited extent and for the 
most part in animals(7). 

In 1952, Cargnello and Tischler(2) re- 
ported injecting a series of psychiatric pa- 
tients with amounts of hyaluronidase run- 
ning up to 250 T.R.U. Injection was by the 
lumbar route with the patients in a seated 
position. Patients were sedated beforehand 
with intravenous barbiturates. These authors 
found that intrathecal hyaluronidase pro- 
duced a fleeting meningitis frequently with 
a cellular, protein dissociation. The increase 
in protein was moderate, but occasionally a 
dramatic protein increase was noticed. A 
cellular response occurred from the 6th hour 
to the 24th hour and disappeared after 3 
days. Subjective symptoms were minor and 
came on chiefly after the 6th hour. Half the 
cases experienced severe to moderate head- 
aches lasting from a day to a day and a half. 
Some cases had vomiting and photophobia, 
a few had neck pain. Temperature rose 
slightly in most cases and disappeared in 24 
hours. They noted good results in con- 
tinued use of hyaluronidase given intra- 
thecally in excited states, the patient becom- 
ing less hostile and aggressive. They also 
observed good results in what they termed 
“thought block”. They saw no case in which 
continued treatment by hyaluronidase did 
not bring about some improvement, but 
noted that within a few hours to a day after 
injection, the clinical picture returned to 
what it had been prior to treatment. Chronic 
cases only were chosen; 3 were discharged 
from hospital. 

In animal experiments, using dyes, the 
authors concluded that hyaluronidase given 
intrathecally retained its diffusory power for 
at least 4 hours after injection. 

Kelentei and Foeldes(7) carried out 
studies of the effects of hyaluronidase given 
intrathecally in animals, and found that 
while ordinarily penicillin will not pass 
through the blood brain barrier when given 
parenterally, if such administration was com- 
bined with 200-400 T.R.U. per kilogram 
body weight of hyaluronidase given intra- 
venously, the blood brain barrier was passed 
regularly. They use the term blood brain 
barrier as synonomous with cerebrospinal 
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fluid barrier. They also found that the blood 
brain barrier was still more drastically low- 
ered if 0.2 milligrams per kilogram body 
weight of histamine was added to the hyalu- 
ronidase, this resulting in 100% elevation of 
the nitrogen in the cerebrospinal fluid. 


GENERAL PROCEDURE 


We undertook to explore the effects of 
hyaluronidase upon the brain of the aged 
individual, the primary purpose being to de- 
termine whether (1) hyaluronidase might 
increase diffusion from the blood to the 
spinal fluid, (2) from the blood to the brain ; 
and (3) whether by doing so the function- 
ing of the brain in the aged individual might 
be improved. 

With regard to brain metabolism in the 
aged, there is evidence that it is more difficult 
to maintain a steady blood supply to shifts in 
posture(15). The question of oxygen con- 
sumption of the brain in the aging organism 
is still not clear. There is fairly consistent 
evidence that the oxygen up-take of the brain 
in vivo is decreased, but it is not certain 
whether it is decreased because (1) the num- 
ber of the cells in the brain has decreased as 
a primary aspect of the aging process; (2) 
the number of brain cells has decreased as a 
result of a progressive circulation failure ; 
(3) whether the decrease in oxygen up-take 
is due to a primary circulation failure; (4) 
whether that primary circulation failure is 
due to slowing in blood circulation through 
the brain or is due to narrowing or other 
defects in the cerebro-vascular system; (5) 
whether it is due to a progressive anaemia. 

It is quite certain that in the rat brain there 
is a slight slow decrease in the rate of con- 
sumption in the latter part of life(16). This 
is also the case in dog brains. In both these 
species oxygen consumption has been cal- 
culated by means of the tissue slice method 
(17). 

In 1940, Cameron et al.(18), using the 
arterio-venous difference method with 23 pa- 
tients suffering from psychoses occurring 
in the senium, reported that the oxygen con- 
sumption of the brain should be recorded as 
diminished provided that the cerebral cir- 
culation time was reduced, as was the case 
in the arm-carotid circulation time. 

Himwich(19) states that cerebral metabo- 


lism may decrease somewhat during the 
senium. 

One may also point to the conflicting state- 
ments concerning the permeability of the 
blood brain barrier in the aged. Walter(20) 
who first described the bromide permeability 
quotient, has reported that the normal quo- 
tient ranges between 2.90 and 3.50; ratios 
below the lowest normal indicated increased 
barrier permeability, ratios above the normal 
indicated low barrier permeability. 

Walter determined the bromide permea- 
bility in 28 cases of senile arteriosclerotic 
disease, and the barrier proved to be more 
permeable to bromides than normal in 80% 
of his cases. Malamud, Fuchs and Malamud 
(21) also found marked increase in the 
barrier permeability in various types of psy- 
chotic patients with cerebral arteriosclerosis, 
but stated that in 10 cases of senile psy- 
chosis, only 1 showed high permeability. In 
g cases of cerebral arteriosclerosis and senile 
psychosis, Katzenelenbogen(22) found 11% 
having a permeability below 2.9, 77.8% hav- 
ing a permeability within normal range, and 
11.1% having a permeability quotient above 
3.3. In 9 cases of cerebral arteriosclerosis, 
the permeability quotients were quite dif- 
ferent, insofar that 44.5 were below 2.9 and 
the remainder were all within the normal 
range. The general inference is that the 
barrier permeability for bromides shows a 
marked tendency to be increased in cerebral 
arteriosclerosis. 

In approaching the problem of direct ad- 
ministration of hyaluronidase to the brain, 
3 routes were considered: (1) An intra- 
vascular route using very high concentrations 
(up to } million T.R.U. was injected intra- 
venously ), and some consideration was given 
to the intracarotid administration of hyalu- 
ronidase in the same general concentration. 
The intravenous administration, however, 
was found to be quite unsatisfactory in that 
no effect on the brain could be found either 
in terms of the immediate functioning or in 
terms of spinal fluid changes. (2) Cisternal 
puncture was carried out in several cases 
with reasonably good results, but it was 
thought that this offered too many difficulties 
and dangers, particularly in the aged indi- 
vidual, and hence (3) our efforts were di- 
rected toward developing a procedure in 
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which hyaluronidase could be injected intra- 
thecally by the lumbar route. 
found to be eminently satisfactory. 


This was 


PROCEDURE 


The patient, on whom intrathecal hyalu- 
ronidase administration is to be carried out, 
is selected with reference primarily to age 
and behavioral pattern, preference being 
given to those who show a simple senile or 
cerebral arteriosclerotic pattern of behavior. 
All other medication is removed save drugs 
absolutely essential to control behavior. In 
these circumstances, Thorazine is on occa- 
sion given. The status of the patient is de- 
termined both from clinical examination and 
by means of encephalographic, spinal fluid 
and psychological tests. 

The first injection consists of 1,000 T.R.U. 
given by lumbar injection between the 4th 
and sth vertebra; the total amount of fluid 
withdrawn is 8 ccs, and the total amount of 
fluid inserted is 1-2 ccs., mixing of spinal 
fluid and hyaluronidase being carried out in 
the barrel of the syringe at the same time. 
Each week the amount of hyaluronidase is 
increased by 1,000 T.R.U. until about 4,000 
or 5,000 T.R.U. is reached ; at this point we 
usually supplement the action of the hyalu- 
ronidase by increasing the spinal fluid pres- 
sure. This is done by first inserting the 
hyaluronidase and then adding normal saline 
until the spinal fluid pressure reaches an 
average of 350 millimetres of water; 450 
millimetres of water have been used on 
several occasions. This increased pressure 
has the general effect of considerably in- 
creasing the effects of the hyaluronidase. 

In order to measure changes in the blood 
spinal fluid barrier, both the bromide levels 
and the N.P.N. levels are estimated. To 
estimate the bromide levels, the patient is 
put on 1 gram of sodium bromide b.i.d. for 
6 consecutive doses, then for 2 days no 
dosage is given and during this time equi- 
librium between spinal fluid and blood is 
achieved. On the following day, namely the 
third day after the last dose of bromide, 
hyaluronidase is injected, blood and spinal 
fluid being tested by the auric chloride 
method at the same time for the bromide 
levels. On the following day another injec- 
tion is carried out and blood is also taken 


for bromides, and the bromide levels in both 
blood and spinal fluid are again estimated. 
The ratios for the first and second of these 2 
days are then worked out and compared. 

Studies have now been initiated on passing 
desoxyribose nucleic acid through the blood 
spinal fluid barrier. It has been found pos- 
sible to give grams 1 DNA intravenously 
when made up in distilled water and brought 
to a pH of 9 by means of NaOH. Still higher 
amounts per gram body weight have been 
given to mice over a 4-week period. No 
clinical results have been noted. An accurate 
method of testing for DNA in the spinal 
fluid is currently being worked out. 


FINDINGS 


Our findings are based on g2 intrathecal 
injections of hyaluronidase carried out on 14 
patients, 7 men and 7 women, suffering from 
early to late senile and arteriosclerotic psy- 
choses. 

General Pharmacological and Physiological 
Responses—In the majority of patients 
there is no general response. This is true 
both when the dose is small and when the 
dose is large and the patient has become ac- 
climated to it. When, however, the dose is 
of such a size or the patient’s reactivity is 
such as to result in a general response, the 
following is noted. Temperature may rise to 
101° or 102° rectally ; in a very few instances 
the rise has been to 104° or 105°. With this 
there may be a blood pressure rise which 
again varies considerably ; in a few individu- 
als suffering from arterial hypertension and 
showing lability of blood pressure, the rise 
may be some 50 points systolic. With this 
there is apt to be a rise in pulse rate which 
conforms to the rise in temperature, and 
also a rise in respiratory rate. During our 
earlier investigations these patients were 
usually put to bed; latterly we found, how- 
ever, that some pulmonary congestion was 
apt to supervene and hence we attempt as 
much as possible to keep our patients up. 
Temperature usually rises from the 2nd to 
the 10th hour and returns to normal within 
24 hours. In 2 patients the temperature rose 
30 hours after the injection, but we are in- 
clined to think that this may have been due to 
intercurrent causes. Where the general re- 
sponse is delayed in starting, it is likely to be 
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delayed in subsiding. Along with this gen- 
eral response, there ordinarily goes a com- 
plaint of headache, pain in the back of the 
neck, a Kernig sign and occasional hyper- 
reflexia. It is to be noted that these evidences 
of cerebral involvement are tied in with the 
level of temperature and not with changes 
in the spinal fluid cell count and spinal fluid 
protein described below. 

We have regularly found that the patient 
becomes acclimated to a given dose of hyalu- 
ronidase, in other words that his response to 
a given dose falls fairly rapidly, so that it 
has been necessary for us to raise the dose 
regularly by 1,000 T.R.U. per week. We 
have given maximum single doses of 14,000 
T.R.U. intrathecally. In a given patient we 
have administered hyaluronidase approxi- 
mately once a week for a total of 40 doses 
over 10 months. This patient was ambula- 
tory ; he came up once a week for treatment 
and went home a few hours later. 

Spinal Fluid Findings.—There is ordinar- 
ily an increase in the cells of the spinal fluid, 
usually up to 100 to 200, though on rare 
occasions we have had a cell count of ap- 
proximately 5,000 (Fig. 1). The spinal fluid 


WEEK. 


protein is also increased and rises ordinarily 
to 80-g0 mgm.%. On occasions it has risen 
as high as 570 mgm.%. Ordinarily the cell 
count and protein tend to fall toward normal 
within a week but do not reach it. We have 
made preliminary attempts to determine 
whether the hyaluronidase produces this gen- 
eral response or whether it is the irritant 
effect of the protein in the hyaluronidase 
(Fig. 2). With the collaboration of the 
Wyeth Laboratories we have been able to 
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obtain inactivated hyaluronidase and have 
injected it into 2 patients without any evi- 
dence of a similar general effect resulting. 
(A third patient was also injected with in- 
activated hyaluronidase without any general 
reaction. It should be noted, however, that 
in this patient there was no general reaction 
to activated hyaluronidase either. The 
amounts were limited to 2,000 T.R.U. of in- 
activated hyaluronidase, and 8 days later an 
injection of 1,000 T.R.U. activated hyalu- 
ronidase.) This suggests that the hyalu- 
ronidase in active form is the agent which 
produces the result. This study is still in 
progress, 

Blood Brain Barrier.—With regard to the 
blood brain barrier, all attempts to assess this 
by means of estimating the blood and spinal 
fluid N.P.N. have been useless. Using the 
blood bromide method, however, we have got 
results strongly suggesting that in most cases 
a sufficiently large dose of hyaluronidase will 
produce a lowering of the blood brain barrier. 
This is in conformity with what has been re- 
ported in animals, particularly by Kelentei 
and Foeldes(7). We do not have figures on 
how long the blood brain barrier is decreased. 
Other authors working with animals state 
that it is lowered for about 4 hours, It 
should be borne in mind that what we have 
when we find that the ratio of the bromide 
in the blood to the bromide in the spinal fluid 
is lowered is simply evidence that the barrier 
was lowered subsequent to the injection of 
the hyaluronidase, not evidence that it was 
lowered at the time that the second puncture 
was carried out. In other words, a gate was 
swung open for a time; it is closed again, 
but while it was opened certain things passed 
through from one field into another. In any 
case, the ratio tends to return to its normal 
by the time the patient is punctured again a 
week later (Figs. 3, 4, 5). 

Clinical Results.—All 13 patients to whom 
intrathecal hyaluronidase was administered 
showed beneficial results in some form. In 
all save 2, these beneficial results consisted 
in improved sleeping, sphincter control, so- 
cialization, and occupational activity. The 
patients in general reached a higher level of 
performance in their behavior. We believe, 
however, that these changes are in the first 
instance limited and, in the second instance 
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so general, that we are disinclined to at- 
tribute them to any specific action of hyalu- 
ronidase, but rather to the general increased 
attention and care which the patient was 
given, together with his feelings that some- 
thing was being done for him. 

In 2 patients, however, changes occurred 
which cannot be ascribed to these factors. 


The first, a 61-year-old man, was admitted with 
complaints of growing irritability and moodiness, 
together with attacks of dyspnea, which subsided 
whenever the patient was re-assured. There was 
a record of arterial hypertension for many years, 
and in April 1949 he suffered a cerebral accident 
which had paralysed his left side completely. He 
had some bladder incapacity and for a time could 
not talk. His symptoms gradually subsided but his 
left leg remained weak and he had limited use of 
his left hand. 

Tests in the psychological laboratory showed 
signs of impairment in perceptual motor function- 
ing and in his ability to organize his thoughts. He 
was circumstantial and vague; there were memory 
deficits though they were not regarded as outstand- 
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ing. Electroencephalogram was diffusely abnor- 
mal and the alpha frequency was down to 7 and 74 
cycles per second. With regard wo his left hand, 
for many years prior to coming to us he had been 
able to move his left thumb with difficulty, and was 
not able to flex his other fingers at all. He was 
not able to use a fork except by grasping it from 
below, was not able to polish his glasses, could not 
pick up a coin or a pencil from a flat surface with 
his left hand, nor could he button his shirt or his 
clothing generally. 

Two days subsequent to the third administration 
of hyaluronidase, he suddenly recovered the use of 
his left hand in full and was able to do all those 
things which he had not done for many years. 
His other symtoms had prior to this begun to 
clear up, namely his moodiness, dyspnea, and 
anxiety, and he was discharged home again in good 
condition. The psychological tests were repeated 
before discharge and indicated an improvement in 
over-all intellectual functioning. He was capable 
of thinking more clearly, was much less circum- 
stantial and organic signs in the psychological tests 
had lessened. 

The second case, a 58-year-old man, was admitted 
with complaints of being overactive, overtalkative, 
and delusional. He seemed to have severe memory 
impairment and difficulty in integrating perceived 
patterns. Intellectual functioning had deteriorated 
and the over-all picture was that of a diffuse cere- 
bral syndrome with secondary psychotic involve- 
ment. Alpha frequency was 8-84 per second. 

This man was treated intensively with hyalu- 
ronidase, and improved to the point where he was 
completely free of his symptoms; he was dis- 
charged to be carried on an ambulant basis, with 
weekly injections of hyaluronidase intrathecally. 


Ten weeks later he was re-admitted, having be- 
come delusional again, particularly with reference 
to his wife with whom he did not get along well and 
whom he suspected of infidelity. He was returned 
to hyaluronidase, settled down again and was dis- 
charged to the outpatient department where he was 
carried on hyaluronidase with good results. He has 
continued well since his discharge in October 1955. 


We have been particularly interested in the 
EEG in certain of these patients and have 
started in a preliminary way to study the 
effects of hyaluronidase on the A pattern. 
In one patient, who had 21 injections at 
weekly intervals and 5,000 T.R.U. intra- 
thecally for the last 12 weeks, no change was 
found in the pattern. In another patient, in 
whom a study was made of the EEG within 
an hour and a half after the intrathecal in- 
jection of hyaluronidase, there was a con- 
siderable change, with a reduction in back- 
ground frequency of 1 to 2 cycles per second, 
and an increase in fast activity. We believe 
that there was an immediate slowing effect 
consequent upon the injection of the hyalu- 
ronidase. 


SUMMARY 


A method is described whereby hyalu- 
ronidase may be administered intrathecally 
in the aged by means of the lumbar route. 
The following findings are recorded: (1) 
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The occurrence of a fleeting meningeal re- 
sponse; (2) a tendency to lower the blood 
brain barrier; (3) possible general favor- 
able results with respect to behavior. The 
way seems open for the further development 
of this technique, especially in the direction 
of attempting to pass through the lowered 
blood brain barrier substances important for 
the metabolism of the aged. 
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A COMPARISON OF PSYCHOTHERAPEUTIC RELATIONSHIPS BE- 


TWEEN PHYSICIANS AND SCHIZOPHRENIC PATIENTS WHEN 
INSULIN IS COMBINED WITH PSYCHOTHERAPY AND 


In a previous study of the psychothera- 
peutic relationships between physicians and 
schizophrenic patients(1) we were able to 
demonstrate rather striking differences be- 
tween physicians in their styles of transac- 
tions with their patients, and rather striking 
associations, at high levels of statistical sig- 
nificance, between certain styles of action 
and the patients’ more favorable progress 
and outcome, That study was based on the 
therapeutic successes and failures of 35 
physicians, members of the resident staff of 
the Henry Phipps Psychiatric Clinic between 
1944 and 1952. A comparison was made of 
two groups of patients, an A group, 48 in 
number, who had been treated by the 7 physi- 
cians who were most successful with schizo- 
phrenic patients, and a B group, 52 in num- 
ber, who had been treated by the 7 physicians 
who were least successful. In the A group 
75% of the patients were improved at dis- 
charge; whereas only 27% of the B group 
improved. So wide a difference could not be 
attributed simply to clinical differences be- 
tween the A and B patients, because a de- 
tailed clinical comparison indicated only 
slight differences not statistically significant. 
Nor could it be attributed to differences in 
the general level of therapeutic skill of the 
A and B physicians, since similar divergence 
in their treatment results with other than 
schizophrenic patients did not occur. From 
a detailed analysis of the case records of 
these 100 patients, differences in the way the 
physician worked and the way the patients 
responded were found. The empirical find- 
ings led us to the interpretation that in the 
psychiatric treatment of schizophrenic pa- 


1 From the Henry Phipps Psychiatric Clinic of 
the Johns Hopkins Hospital. This work has been 
supported in part by funds from the Scottish Rite 
Committee on Research in Dementia Praecox of the 
Supreme Council, Thirty-Third Degree Masons, 
Northern Jurisdiction, administered by the National 
Association for Mental Health. 
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tients success is to a large extent determined 
by the differences found among physicians 
in the extent to which they are able to ap- 
proach their patients’ problems, gain a 
trusted, confidential relationship par- 
ticipate in an active, personal way in the pa- 
tients’ reorientation to personal relationships. 
Techniques of passive permissiveness, or 
efforts to develop insight by interpretation 
appeared to have much less therapeutic value. 

The purpose of this paper is to report 
further studies dealing primarily with the 
same matters, but particularly in comparing 
and contrasting what takes place between 
physicians and schizophrenic patients when 
insulin treatment is combined with psycho- 
therapy and when psychotherapy is used 
alone. We selected the 109 schizophrenic pa- 
tients hospitalized in the Clinic and treated 
by 18 members of the resident staff, between 
1950 and 1954. Of these, 64 were treated by 
psychotherapy only and 45 received both 
insulin treatment and psychotherapy. Since 
we are, in this as in our earlier study, con- 
cerned with improvement, and have not at 
this point brought into consideration the 
follow-up data on the permanency of im- 
provement, the recent cases are suitable for 
study—more so, we think, than earlier in- 
sulin treated cases, because in these later 
years we have come nearer to a real combina- 
tion of psychotherapy with insulin. Much 
as it is glibly talked about, this combination is 
not by any means easy to accomplish, for 
there is a strong tendency, subtle but real, 
to slight psychotherapeutic efforts with pa- 
tients who receive insulin therapy. 


THE PATIENTS AND THEIR PHYSICIANS 


The patients on whom this study is fo- 
cused are an entirely separate group from 
those in the previous study. They thus pro- 
vide an opportunity for verification of our 
previous findings, as well as for a comparison 
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of psychotherapeutic events when insulin is 
combined with psychotherapy and when it 
is not. They represent all of the schizophrenic 
patients (excluding a few treated by electro- 
shock only) treated by 18 physicians each 
of whom had treated a minimum of 4 
schizophrenic, 4 depressed, and 4 neurotic 
patients, 

The improvement rate for schizophrenic 
patients achieved by each of the 18 physi- 
cians was calculated by dividing the number 
of patients discharged improved by the num- 
ber treated. The 18 physicians were then 
listed in descending rank order. The im- 
provement rates were found to range from 
100% to 25% with an average of 70.6%. 
In this study we have included all the physi- 
cians, not just the top fifth and bottom fifth 
of the rank order, as in the previous study. 
We have designated as A physicians those 
whose patients without insulin showed more 
than a 70% improvement rate, and as B 
physicians those whose patients without insu- 
lin showed less than a 70% improvement 
rate. Thus our two groups for comparison 
and contrast are the whole upper range 
against the whole lower range, rather than 
the two extreme groups, as in the first study. 
If differences of statistical significance and 
comparable to those found previously again 
emerge, the general validity of our interpre- 
tations of our findings based on the extreme 
groups will be enhanced. 

Ten physicians were found with improve- 
ment rates ranging between 72% and 100%. 
They had treated a total of 72 schizophrenic 
patients with an average improvement rate of 
82%. These physicians and patients consti- 
tute the A group. Eight physicians had im- 
provement rates ranging between 25% and 
67%. They had treated a total of 37 patients 
with an average improvement rate of 49%. 
These physicians and their patients constitute 
the B group. 


PROCEDURAL CONSIDERATIONS 


In general, the procedures used here cor- 
respond closely to those detailed in the previ- 
ous study. 

Improved and Unimproved Categories.— 
Of the 109 patients, 77 were considered 
“improved” at the time of discharge and 32 
“unimproved.” In this clinic, appraisal of 
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the patient’s condition on discharge is made 
not only by the physician who treated him 
but also by the senior resident psychiatrist 
and by the psychiatrist-in-chief. Any per- 
sonal bias of the individual physician is thus, 
presumably, subject to correction by the 
clinical judgment of more objective observ- 
ers. In the previous study the validity of 
this presumption was checked by scrutinizing 
additional objective evidence of the patient’s 
progress. This check was found to support 
the clinical appraisal of the patient’s prog- 
ress and it has not seemed necessary to re- 
peat this validation process. 

The quality of improvement made by the 
77 patients whose progress was considered 
favorable was again evaluated under 3 gradu- 
ated headings: (1) symptom decrease only 
—34 patients; (2) symptom decrease and 
increase in social effectiveness—30 patients ; 
and (3) insight increase (progress in per- 
sonal problem-solving), increase in social 
effectiveness and symptom decrease—1I3 pa- 
tients. None of the 32 patients who were con- 
sidered unimproved fell into any of these 
3 categories. 

Group A and Group B Categories.—Of 
the 72 patients treated by the A physicians, 
82% improved; whereas, of the 37 treated 
by the B physicians, only 49% improved. 
(These rates include all patients treated— 
by both psychotherapy alone and insulin 
combined with psychotherapy.) How can 
this difference by accounted for? The ex- 
planations which suggest themselves need to 
be weighed in respect to this particular series 
of patients and their therapists. 

1. Were the patients of these A physicians 
clinically “easier” cases than those of the B 
physicians, with a more favorable prog- 
nosis from the start? This possibility was 
weighed by comparing the 72 A patients with 
the 37 B patients in terms of the personal 
and clinical items listed in Table I. None of 
the differences between these two groups is 
great enough to be of statistical significance. 
To the extent that the characteristics selected 
for comparison are valid for the purpose, the 
2 groups appear to have been comparable 
when treatment was begun, 

2. Were these A physicians “better” thera- 
pists than the B physicians, with greater 
general therapeutic aptitude, so that their 
patients, regardless of diagnostic category, 
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might be expected to make more favorable 
progress? The answer remains “no”—one’s 
improvement rate with schizophrenic pa- 
tients does not correlate highly with one’s 
improvement rate with depressed and neu- 
rotic patients. From collateral studies there 
are hints that the B physicians may have a 
somewhat wider and different range of pro- 
fessional skills than the A physicians. And 
of course the A group may vary among them- 
selves in their skills and interests in other 
psychiatric tasks. Our present studies are 
concerned only with a differentiation between 
the two groups of physicians with reference 
to the specific clinical task of treating the 
patient with a schizophrenic illness. 

3. Did the A physicians treat their patients 
in a significantly different way than the B 
physicians? Did these patients’ better re- 


TABLE 1 


COMPARISON OF PERSONAL AND SoctAL DATA AND 
or CLINICAL AND PERSONALITY CHARACTERIS- 
TICS OF SCHIZOPHRENIC PATIENTS TREATED BY 
Group A Group B Puysicians 

Group A Group B 

physi- physi- 

cians (72 cians (3 

Total patients) patients 


Personal and social data 


2. Age under 30........ 61 41 20 
4. College 1 year or 

45 32 13 
5. Middle economic sta- 

tus or higher...... 79 SI 28 
6. Working until P. L... 90 60 30 
7. Lives with own fam- 

45 28 17 
9. City dweller ........ 82 5! 31 


Personality characteristics 
1. Intelligence average or 


95 61 34 
2. Temperament extra- 

52 34 18 
3. Temperament  intro- 

43 28 15 
4. Special abilities or in- 

5. Adjustment prior to 

P. I. effective...... 49 33 16 


6. Adjustment prior to 
P. I. chronically dif- 


cin 60 39 21 
7. Asocial prior to P. I.. 35 2! 14 
8. Dyssocial prior to 

P. I. (sensitive, 


haughty, individual- 


TABLE 1—Continued 


Group Group B 
physi- physi- 
cians (72 cians (3 
Total patients) patients 


14 10 4 
10. Pseudosocial (model 
child, approval ori- 


Clinical characteristics 
1. Does not talk freely. . 58 40 18 
2. Mannerisms ......... 60 42 18 
3. Hallucinations ...... 49 29 20 
73 48 25 
60 4! 19 
7. Suicidal theme ..... 40 25 15 
8. Combative theme .... 24 15 9 
Duration of illness under 4 
36 24 12 
Diagnostic subdivision 
1. Undifferentiated ..... 43 30 13 
3. Paranoid state ...... 12 9 3 
14 8 6 
5. Hebephrenic ........ 3 I 2 
6. Other (simple latent 
5 4 I 
Previous psychiatric treat- 
ment—none ...........- 57 36 21 
Previous insulin treatment 


Motivational themes 
1. Feel dependent, seck 


reliable relationship. 25 19 6 
2. Feel dependent, seek 

“independence” .... 16 11 5 
3. Feel coerced, seek to 

er 17 9 8 
4. Feel hurt, turn away 

21 10 11 
5. Feel fear of own fecl- 

13 8 5 
6. Feel angry, desire to 

see reforms ........ 7 7 0 


7. Other (confusion 
about identity, re- 
10 8 2 


sponse to treatment depend upon distinguish- 
able differences in the physician’s psychother- 
apy? These questions were asked in the 
previous study and the answer was “yes.” 
The main body of the earlier study was a 
demonstration of what constituted these dif- 
ferences. These same questions are asked 
afresh in the present study. In addition, a 
further question is explored here: are there 
distinguishable differences in either the A or 
B physicians’ approach in psychotherapy and 
in the patient’s response when insulin is 
combined with psychotherapy and when psy- 
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chotherapy is used alone? Finding reliable 
empirical answers to this question was the 
main motivation for the present study. 

Comparison of Patients treated by Insulin 
Combined with Psychotherapy and by Psy- 
chotherapy Alone.—In this clinic there is no 
set formula for deciding which schizophrenic 
patients will receive insulin treatment. This 
decision is arrived at empirically in individual 
cases through consultation between the physi- 
cian treating the patient and senior staff 
members, The present clinical material offers 
an opportunity to see what factors may have 
operated in the selection of patients for in- 
sulin and we were interested to compare 
these patients with those treated by psycho- 
therapy alone. These two groups of patients 
were therefore compared in terms of the 
same personal and clinical items listed in 
Table 1. Differences of statistical signifi- 
cance (at levels ranging between .05 and .o1) 
were found between the two groups only in 
respect of the following clinical characteris- 
tics which were more frequent in the patients 
selected for insulin: does not talk freely 
(71% vs. 40%); mannerisms (70% vs. 
45%); hallucinations (62% vs. 33%); 
angry (42% vs. 20%) ; and combative (33% 
vs. 14%). It can be seen, as might be ex- 
pected, that somewhat more inaccessible and 
disturbed patients were selected for insulin, 
although many were also treated by psycho- 
therapy alone. Since Table 1 indicates that 
these more disturbed patients were repre- 
sented essentially equally between the A and 
B groups, the difference between the two 
groups in improvement rates cannot be ac- 
counted for on this basis. 

It may be mentioned here that more of the 
A’s than B’s received insulin combined with 
psychotherapy (47% vs. 30%) but the dif- 
ference is not statistically significant. 

Abstracting the Case Records to Charac- 
terize Physicians’ Approach and Patients’ 
Reaction.—The same check list used in the 
earlier study was again employed (See Table 
2). This check list was filled out for each of 
the 109 schizophrenic patients by abstracting 
the appropriate data from the individual case 
records, A check to determine how reliably 
the case record material could be classified 
under the 5 major headings was done in con- 
nection with the previous study and was 


TABLE 2 
Cueck List ror Apstractinc Case Recorps 


A. Outcome 
I. Improved 
II. Unimproved 
1. Symptom Decrease 
2. Symptom Decrease + Increase in So- 
cial Effectiveness 
3. Symptom Decrease + Increase in So- 
cial Effectiveness + Insight In- 
crease (personal problem solving) 


B. Relationship of Patient to Physician (Check 
one) 
I. Less Confidential (More autistic) 
1. Superficial social .... 
2. Passive withholding .... 
3. Aggressive rejecting .... 
. More Confidential (Less autistic) 
4. Accepts some support; depends .... 
5. Depends, confides .. 
6. Depends confides and evaluates .... 
7. Depends, confides, evaluates with prob- 
lem solving .... 
III. Other .. 
IV. Data not recorded .... 
Physician's “Personal Diagnostic Formulation” 
(Check one) 
1. Description and/or narrative biography 
2. Motivational (perceives themes, meanings 
in attitudes and behavioral patterns, pa- 
tient’s feelings: interpersonal and intra- 
personal factors) .... 
3. Other .... 
4. Data not recorded .... 
. Strategic Goals Selected by Physician (Check 
one ) 
I. Psychopathology oriented 
1. Supervised living or decreased symp- 
toms .... 
2. “To improve socialization” 
statement) .... 
3. Insight into symptoms or psychopa- 
thology .... 
II. Personality oriented 
4. Insight into personal issues and/or 
capabilities .... 
5. Interacting relationship between pa- 
tient and physician .... 
6 GRO 
7. Data not recorded .... 
Tactical Pattern Utilized by Physician (Check 
one) 
1. Practical care only ..:. 
2. Primarily passive, permissive .... 
3. Interpretation, instruction prominent .... 
4. Active personal participation (realistic, 
flexible interaction, initiative in sympathe- 
tic inquiry, challenge self-deprecatory at- 
titudes, honest disagreement, set limits) 


(General 


Other 
Data not recorded .... 


val 
on 
4 
4 
6. 
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not repeated since good reliability was indi- 
cated at that time. 


COMPARISONS AND CONTRASTS 
PATIENTS TREATED BY PSYCHOTHERAPY ONLY 


Our first interest, in analyzing the data on 
this present series, was to check through the 
64 patients who were treated by psychother- 
apy only to see whether there would be the 
same general tendencies so clearly shown in 
the previous study in the differential styles 
of physicians’ approach to the patients and 
in the high association between certain pat- 
terns of approach and clinical improvement. 
The improvement rate of the A group of 38 
patients was 81.5% and that of the B group 
of 26 patients only 34.5%. These rates are 
somewhat higher than those in the original 
study (75% for the A’s and 27% for the 
B’s), but the relative difference is of approxi- 
mately the same order of magnitude. The 
somewhat higher rate in the present series 
can probably be accounted for by the selec- 
tive factor whereby some of the less respon- 
sive cases were selected for insulin therapy. 

The detailed analysis of the present ma- 
terial confirms fully the previous findings, at 
levels of statistical significance ranging be- 
tween .05 and .oor. Our current findings, 
in summary, are: improvement was more 
frequent (1) when a more confidential rela- 
tionship was established between physician 
and patient than when a less confidential re- 
lationship ensued (65% vs. 4%) ; (2) when 
a motivational Personal Diagnostic Formu- 
lation was made by the physician than when 
the formulation was essentially description 
and/or narrative biography (98% vs. 76% ) ; 
(3) when personality-oriented goals were 
focused on by the physician than when his 
attention was primarily psychopathology- 
oriented (65% vs. 33%); and (4) when the 
tactical pattern of “active personal participa- 
tion” was employed than when the patterns 
of “passive, permissive,” “interpretation and 
instruction” or “practical care only” were 
used (35% vs. 4%). 

With regard to quality of improvement, 
the best grade (increased insight into per- 
sonal problems, increased social participation, 
and symptom decrease) occurred only when 


a motivational diagnostic formulation was 
made, personality-oriented goals were se- 
lected, active personal participation was used, 
and a more confidential relationship de- 
veloped between physician and patient. 

Again in this series, these patterns of 
physician approach to the patient and patient 
response to the physician are more frequently 
found in the A than the B group. In sum- 
mary, a more confidential pattern of relation- 
ship between physician and patient developed 
among 55% of the A’s and only 23% of 
the B’s; personality-oriented goals were 
focussed on in the treatment of 60% of the 
A’s and only 29% of the B’s; and the tactical 
pattern of “active personal participation” 
was employed with 34% of the A’s and only 
8% of the B’s. A motivational Personal Di- 
agnostic Formulation, in this series of physi- 
cians, was used with approximately equal 
frequency by both A’s and B’s, 89% and 
87% —a gain among the B’s compared with 
the previous study in which only 55% made 
this type of formulation. This gain may 
reflect a general clarification of a motiva- 
tional understanding of the schizophrenic pa- 
tient’s behavior, with more effective com- 
munication of this understanding between 
senior and junior staff members. 

With regard to quality of improvement, 
the best grade is again achieved overwhelm- 
ingly by patients of the A physicians. Of the 
13 patients who achieved this grade of im- 
provement, 12 were A patients. 


PATIENTS TREATED BY PSYCHOTHERAPY AND 
INSULIN 


Our next interest was to compare and 
contrast the course of psychotherapeutic 
events when insulin was used and when it 
was not, Table 3 shows that the 45 patients 
treated by insulin combined with psychother- 
apy had an improvement rate of approxi- 
mately 82% whether they had an A or a 
B physician. Since the A group treated by 
psychotherapy alone shows an improvement 
rate of approximately 82%, A patients show 
no numerical gain in improvement when in- 
sulin is used. In contrast, those treated by 
the B physicians show an increase in rate 
of improvement when insulin is combined 
with psychotherapy—from approximately 
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34% to 82% (significant at a level approach- 
ing .02). These findings seem to indicate 
that A physicians do equally weli (in that 
they obtain, with equal frequency, some de- 
gree of improvement with their schizo- 
phrenic patients) whether they use psycho- 
therapy alone or combined with insulin. (The 
qualitative level of improvement is considered 
below.) B physicians, on the other hand, in- 
crease the frequency of some degree of im- 
provement when they use insulin in con- 
junction with their psychotherapy. 

An analysis of the kind and quality of 
improvement shows, however, that this 
higher numerical rate of improvement in the 
ly group when insulin is combined with psy- 
chotherapy does not carry with it an increase 
in quality of improvement. The improve- 
ment gained by insulin consists very largely 
in the disappearance of manifest schizo- 
phrenic symptoms, with evidence of a re- 
sumption of some personal relationships, but 
little evidence of constructive insight into 
problems of personal relationships with a 
consequent improvement of general social 
adaptation. No patient treated by a B physi- 
cian using insulin combined with psychother- 
apy reached the third or highest level of 
improvement, Of the 13 patients who reached 
the highest grade of improvement, only one 
was treated by a B physician, and in this case 
insulin was not used. 

How can one account for this increase in 
numerical frequency of improvement among 
the patients treated by B physicians when 
insulin is combined with psychotherapy? Is 
there a change in the treatment patterns used 
by B physicians when insulin is used? A 
detailed analysis of our material discloses no 
noteworthy differences in the B’s in respect 
of the frequency with which more confiden- 


TABLE 3 


COMPARISON OF IMPROVEMENT Rates oF ScCHIZO- 
PHRENIC PATIENTS Treated py Group A AND 
Group B PuysiciAns with PsyCHOTHERAPY 
ONLY AND witH INSULIN COMBINED WITH 
PsyCHOTHERAPY 


Psychotherapy and 


Psychotherapy only insulin 
Per- Per- 
cent cent 
I U Total I I U Total I 
A patients... gt 7 38 81.5 28 6 34 823 


17 2 34.5 9 21 
iiees 40 24 64 62.5 37 8 45 82. 


B patients... 9 
Total 


tial relationships are established, motiva- 
tional Personal Diagnostic Formulations are 
made or personality-oriented goals are se- 
lected. In one respect, however, the B physi- 
cians show a shift of pattern when insulin 
is combined with psychotherapy: then, in 
54% of the patients, the B physicians use the 
tactical pattern of “active personal participa- 
tion” in contrast to only g% when psycho- 
therapy is attempted without insulin, a differ- 
ence approaching the .o1 level of significance. 
This indicates that the B patients who receive 
insulin are also the recipients of a different 
pattern of care from the physicians in this 
one important respect than those treated by 
the same physicians without insulin. The 
insulin seems to have an effect on the be- 
havior of the B physician which renders him 
more like the A physician in his therapeutic 
contacts with the patient. The B physician 
seems better able, when he uses insulin than 
when he does not, to enter into active per- 
sonal transactions with his schizophrenic pa- 
tients. The gain in improvement (which these 
findings suggest may be associated with the 
physician’s more personal, active behavior) 
is primarily a limited one, of lesser quality, 
and this increased activity of the B physi- 
cians does not raise the level of frequency 
with which more confidential relationships 
are established with the patient (18% with 
insulin and 23% without). 

In comparing the treatment patterns em- 
ployed by the A physicians when insulin is 
used and when it is not, no noteworthy dif- 
ferences are evident. It does not seem that 
the use of insulin has any detectable effect on 
the behavior of the A physicians in a favor- 
able direction. Our over-all findings suggest, 
on the other hand, that both A and B patients 
who improve show a lesser quality of im- 
provement when treated by insulin combined 
with psychotherapy than by psychotherapy 
alone. The development of a confidential re- 
lationship between physician and patient 
seems particularly infrequent among the 
insulin-treated patients. Of the 77 who im- 
proved in this series of 109, only 38% of 
those treated with insulin formed more con- 
fidential relationships with their physicians, 
in contrast to 65% of those treated by psy- 
chotherapy without insulin. This difference 
is statistically significant at the .o2 level. This 
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tendency toward a less intimate therapeutic 
relationship when insulin is used is shared 
by both A and B physicians. In part, this 
may simply reflect a greater social wariness 
in the patients selected for insulin treatment. 
Or it may support the inference that the use 
of insulin constitutes some obstacle to a 
closer personal rapproachment between pa- 
tient and physician—perhaps making treat- 
ment seem something that the physician does 
to, instead of with, the patient. This raises 
the serious question, particularly in connec- 
tion with the A physicians, as to the therapy 
of choice for the most fruitful use of their 
talents. These physicians seem to get equal 
numerical results without the use of insulin, 
and somewhat better qualitative results, both 
in terms of grade of improvement, and in 
providing the patient with the personal ex- 
perience of a trusting, participative relation- 
ship. Without the experience of such a re- 
lationship by the patient, one cannot but have 
some skepticism as to the enduring value of 
the symptomatic improvement accomplished. 


rant special emphasis: the strikingly high as- 
sociation between a favorable clinical course 
and the use of the tactical pattern of active 
personal participation by the physician, 
whether insulin is or is not combined with 
psychotherapy. It seems particularly impor- 
tant to call attention to this pattern of thera- 
peutic participation because in neither the 
present nor the preceding series of cases was 
it used by either A or B physicians in the ma- 
jority of their cases. In this series it was used 
(see table 4) in only 32 cases (24 A and 8B), 
of which 30 (94%) improved. In the preced- 
ing series of 100 patients, the findings were 
similar. This pattern was used in only 39 cases 
(31 Aand 8 B), with 33 (85%) improving. 
If the two series are considered together, ac- 
tive personal participation was used by the 
physicians in 71 cases (34%), with 63 
(89%) improved. In the two series, 25 im- 
proved at the best level and 24 of these were 
treated by physicians using active personal 
participation. 

That relatively so few physicians have em- 


* Lower case letters: 


psychotherapy only; capital letters: 


psychotherapy combined with inesulir 


ployed an active, personal, participating ap- : 
THE PATTERN OF ACTIVE PERSONAL Particr- Proach in their treatment of schizophrenic : 
PATION patients, is of considerable interest and raises 
questions as to why this is so. The striking 
One phenomenon which stands out in both association between favorable clinical prog- 
this and the previous survey seems to war- ress and the use of this pattern had not, of 
TABLE 4 
DIFFERENCES IN IMPROVEMENT AccorDING To TacTICAL PaTtTerN Usep py Prysictan 
Improved Unimproved 
Insight and in- Increased social 
creased social be- havior and Symptoms 
' havior and symp- symptom de- decrease 
Tactical pattern tom decrease crease only Total Total 
Practical care only...... aAAAA®* aaaaa aaaAA 
A AAA bbbbb 
B b 
bBB 
Passive permissive ..... aaAAA aaaAA aaAA . 
AA 47 30 A 
bB bbb 
Interpretation and in- 
aA bbbbb 
bbb bbbB bb 
Active personal partici- a 
aaAAA AAA 
AA 30 2 F 
b BBB BBB b m 
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course, been documented at the time these 
young physicians were working with these 
particular patients. Those who used this ap- 
proach seem to have done so either empiri- 
cally, or spontaneously as a natural expres- 
sion of their own personality. This is a con- 
sideration which has intrigued us for some 
time—that the personalities of the A and B 
physicians may differ in certain specific ways 
which make the one group more acceptable 
to the schizophrenic patient as working part- 
ners than the other. Attempts to ascertain 
these differences and validate such an hy- 
pothesis are being made but are not discussed 
in this report. 

In addition to the possibility that certain 
physicians may have a natural aptitude for 
working more actively and personally with 
schizophrenic patients than certain other 
physicians have, there are other factors 
which may serve as deterrents to a closer 
rapprochment between physician and pa- 
tient. For example, the bias of more formal- 
ized psychiatric dogma with regard to the 
physician’s therapeutic behavior with his pa- 
tients has leaned toward professional imper- 
sonality and passivity (either in accordance 
with an “organicist,” impersonal formula- 
tion of etiology, or, in line with psychoana- 
lytic formulation, to serve as a “screen” on 
which the film of the patient’s transference 
reactions are projected and to lend one’s 
trained intellect for translating and interpret- 
ing what one sees). A strict adherence to 
this bias is not of course universal. In the 
Henry Phipps Psychiatric Clinic physicians 
are encouraged to engage in joint therapeutic 
endeavors with psychiatric patients in flexible 
and individually patterned ways with empha- 
sis upon the study of the individual per- 
sonality. Even with encouragement and de- 
sire to understand the schizophrenic patient 
as a person, and to understand the schizo- 
phrenic experience as a personal experience, 
the achievement of such understanding is by 
no means an easy and automatic result of the 
desire, 

Another important factor undoubtedly act- 
ing as a deterrent to a personal and partici- 
pant relationship with the schizophrenic pa- 
tient has been the uncertain state of psychi- 
atric knowledge of what the schizophrenic 
illness is all about. In the absence of any cer- 


tain knowledge of what motivates the pa- 
tient to act as he does, his aloof, rebuffing, 
bizarre behavior inevitably had a discourag- 
ing effect on the physicians responsible for 
his care. Some understanding of the motives 
behind the schizophrenic patient’s personal 
and clinical behavior has been gained in re- 
cent years through the published studies of 
a number of investigators. The social dis- 
tance maintained by the schizophrenic has 
become meaningful as a sensitive interper- 
sonal pattern of separateness, motivated by 
a fearful and hateful lack of trust in himself 
and others. This understanding is confirmed 
by the course of events during treatment: 
as the patient’s trust is evoked, his esteem 
for and confidence in his own potentialities 
are awakened; the social distance between 
himself and others is replaced by renewed 
efforts at participation with others, and the 
bizarre clinical manifestations fade. Such an 
understanding of the meaning of the schizo- 
phrenic patient’s behavior provides the physi- 
cian with a rational basis for planning how 
he can behave as a therapeutic partner and 
to what ends. As a corrective to the active 
rebuff and passive sabotage by which the 
patient reveals his social wariness and main- 
tains his social distance, a high (even ex- 
treme) degree of enterprise, initiative, and 
persistence in an active effort to register as 
an acceptable challenge to the patient’s work- 
ing slant on himself and others seems quite 
clearly a rational procedure of choice. Such 
a pattern of participation by the physician 
with these very disturbed patients is a strenu- 
ous task, at many moments fraught with 
distressing uncertainties. It demands of the 
physician that he maintain himself in a state 
of heightened sensitivity and responsiveness 
to a patient in whom, certainly in the early 
phase of treatment, he may see little appreci- 
ation of his effort and few reassuring signs 
that it may be effective. This can be a very 
exciting and challenging experience. It can 
also be quite fatiguing. A reluctance on the 
part of quite competent physicians to become 
personally involved in the treatment of the 
schizophrenic patient is a realistic factor 
against which safeguards need to be devised 
if professional understanding and therapeutic 
talent are to be utilized effectively. 

Another consideration, in this connection, 
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is the question as to whether those patients 
who were treated by the tactical pattern of 
active, personal participation were different 
in their personal, social or clinical character- 
istics from those treated by other tactical 
measures—perhaps less bizarre in their psy- 
chotic manifestations and more likely to 
evoke a participant response from their 
physicians. This possibility was checked by 
comparing the 32 patients who were treated 
by active, personal participation with the 77 
who were not, in terms of the personal and 
clinical items listed in Table 1. Differences 
at levels of statistical significance were found 
for only two items. Eighty-eight per cent of 
the patients treated by active, personal par- 
ticipation were of middle or upper socio- 
economic status, in contrast to only 55% of 
those treated by other tactical measures, a 
difference significant at the .o1 level. And 
59% of those treated by active, personal par- 
ticipation were reported as having special 
abilities or interests as evidenced by their 
prepsychotic activities, in contrast to only 
35% of those treated by other modes of 
physician approach, a difference significant 
at the .o5 level. No significant differences 
were found in respect of any of the other 
items in the table. These findings seem to 
indicate that the schizophrenic patients 
treated by active, personal participation were 
not, clinically, a less formidable group than 
those otherwise treated. However, their hu- 
man resources and potentialities may have 
been more readily perceived by their physi- 
cians with whom their socio-economic back- 
ground corresponded more closely than did 
that of patients not treated by active, per- 
sonal participation. That is, unless the pa- 
tient’s personal talents were conspicuous or 
corresponded with the physician’s own con- 
ceptions of “talents” and “resources’—a 
conception perhaps derived too exclusively 
from his own family and social value systems 
—actual talents or resources of a different 
sort which he may have had may have been 
overlooked and so not activated in a thera- 
peutically effective way. It may be that the 
A physicians who more frequently partici- 
pate with their schizophrenic patients in an 
active, personal way, are, in comparison with 
the B physicians, less status-bound, as it 
were, and more sensitive to a wider range of 


human resources ; but that even they, as well 
as the B physicians, might increase their 
perceptivity of these matters, to the greater 
benefit of more patients. 


SUMMARY 


Psychotherapeutic relationships between 
18 physicians and 109 schizophrenic patients 
were compared and contrasted when insulin 
was combined with psychotherapy and when 
psychotherapy was used alone, in relation to 
the outcome of treatment. The patients are 
divided into an A group (those whose physi- 
cians achieved an improvement rate of 70% 
or higher) and a B group (those whose 
physicians achieved an improvement rate of 
less than 70% ). Our findings indicate that: 

1. Insulin combined with psychotherapy 
is associated with a numerical increase in 
improvement only in the B patients (from 
34% to 82%). A patients show no numerical 
gain (the rate remaining at 82% ). 

2. The higher numerical rate of improve- 
ment in the B group when insulin is com- 
bined with psychotherapy does not carry with 
it an increase in quality of improvement. 
Only one B patient reached the highest grade 
of improvement and in this case insulin was 
not used. Nor are qualitative gains associated 
with the use of insulin in the A patients. 

3. The A physicians, with or without in- 
sulin, achieve the best qualitative results (12 
of 13 patients at the highest grade of im- 
provement ). 

4. The empirical findings of our earlier 
study of 14 physicians and 100 schizophrenic 
patients are confirmed, in that favorable out- 
come was again found most likely when the 
physician’s Personal Diagnostic Formula- 
tion shows some grasp of the personal mean- 
ing of the patient’s behavior; when he aims 
at assisting the patient in modifications of 
personal adjustment patterns and a more con- 
structive use of assets rather than focusing 
on psychopathology ; when, in his day-by-day 
tactics he participates with the patient in an 
active personal way; and when a trusting, 
confidential relationship develops between 
physician and patient. These styles of trans- 
action were again found to be more charac- 
teristic of the A than the B physicians. 
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5. Ly physicians more frequently use the 
tactical pattern of active personal participa- 
tion when insulin is combined with psycho- 
therapy (54%) than when psychotherapy 
is used alone (9%). B patients who receive 
insulin are thus more frequently the recipi- 
ents of one of the more effective psycho- 
therapeutic patterns in contacts with their 
physicians than those treated by the same 
physicians without insulin, and this may ac- 
count in considerable part for their greater 
numerical improvement. 

6. The tactical pattern of active, personal 


participation which is particularly highly as- 
sociated with good numerical and qualitative 
levels of improvement (94% over-all im- 
provement in this series, 85% in the earlier 
study), was not used in the majority of their 
cases by either the A or B physicians. It is 
suggested that this mode of therapeutic par- 
ticipation with schizophrenic patients merits 
more extensive trial. 
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AMARIAH BRIGHAM: II PSYCHIATRIC THOUGHT AND PRACTICE 
ERIC T. CARLSON, M.D.! 


The value of studying the psychiatric 
thought and practice of a given individual 
lies less in the greater understanding we gain 
of the person than in the picture it gives us 
of the medical practice of the time. Dr. 
Amariah Brigham (1798-1849), one of the 
early ieading psychiatrists in the United 
States, managed the large and successful 
New York State Lunatic Asylum at Utica 
in the decade before 1850. His life and 
works have been presented in a previous 
paper(1). 


THE ROOTS OF BRIGHAM’S THOUGHT 


Brigham grew up in postrevolutionary 
New England where the concepts of personal 
freedom and the dignity and value of the 
individual were still advocated. The Puritan 
background of emphasis on religious dogma, 
soberness and industrial good works was 
still prevalent but Brigham embraced Unitar- 
ianism with its devotion to rationalism, phi- 
lanthropy and practical Christianity. Brig- 
ham’s medical training consisted of a pre- 
ceptorship, some courses at New York and 
further study at London and Paris. He was 
most influenced by the Paris school with its 
deemphasis on theories and diagnosis and 
stress on clinical observation, localism as 
shown through lesions which encouraged the 
development of specialism, and medical sta- 
tistics(2). He stressed the value of phrenol- 
ogy which he knew through his readings of 
Gall and he was personally acquainted with 
J. C. K. Spurzheim and George Combe. With 
a belief in phrenology came a rationalistic 
explanation of human nature which was opti- 
mistic in stressing the essential goodness of 
man and the importance of education in pre- 
venting and correcting deviations. The brain 
was the organ of the mind with various sec- 
tions associated with specific faculties. 
Phrenology also stressed sobriety, virtue, 
chastity and self-improvement(3). Brigham 
had no formal psychiatric education but was 


1 From the New York Hospital and the depart- 
ment of psychiatry, Cornell University Medical 
College, New York. 


much influenced by Dr. Eli Todd who di- 
rected the Hartford Retreat where his law 
of kindness prevailed. Brigham was most 
influenced by his readings of Pinel, Esquirol, 
Georget and Prichard. 


DEFINITION AND DIAGNOSIS OF INSANITY 


Brigham said that a definition of insanity 
“is perhaps impossible” as it “can not be 
described by any one symptom. It is a 
chronic disease of the brain producing either 
derangement of the intellectual faculties, or 
prolonged change of the feelings, affection 
and habits of an individual[4]. .. . It is 
an effect of a disease of only a part of the 
brain . . . the outer or grey part[5].” 

He paid little attention to the system of 

diagnosis then prevalent which divided pa- 
tients into the following classes: mania, 
melancholy, dementia and idiocy. About the 
systems he said(4): 
None of them appears to be of much practical 
utility. A classification founded on symptoms must 
be defective, and perhaps none can be devised in 
which all cases can be arranged—we have seen no 
classification that is unobjectionable, nor have we 
any to propose(4). 


He did speak however of moral insanity in 
which “the intellect is not noticeably dis- 
turbed, while the natural feelings, inclination 
and temper are changed and perverted,” in- 
tellectual insanity, and general insanity which 
was a mixture of both and constituted the 
majority of cases(4). He also stated: 

We consider hypochondriasis but a variety of in- 
sanity, a monomania respecting the bodily health 
[6]... . Hysterical women do the most strange 
things of any of the classes of persons, sane or 
insane . . . will, in carrying out the deception, sub- 
mit to painful operations by the physician and sur- 
geon...they are apparently sincere... . Hys- 
terical women see visions and dream dreams, that 
are so vivid that they take them for realities[7]. 


CAUSES OF INSANITY 


According to Brigham(8), “The causes 
of many diseases are obscure, those of in- 
sanity are often peculiarly so.” However, 
he separated predisposing from exciting fac- 
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tors. He mentioned hereditary predisposi- 


tion: 

It is not a disease, nor would it lead to insanity 
without the agency of some exciting cause[8]. .. . 
We are of the opinion that it has more influence in 
producing that disease, than all other causes com- 
bined. . . . Contrary to the opinion of many, we 
have found this inherited form of insanity as cura- 
ble as any other[9]. 


He found in a study of 2,014 patients, that 
637 had insane relatives and 273, insane 
parents(10). 

He subdivided the exciting causes into 
physical and moral. Physical causes included 
deliria, fevers and various brain injuries and 
diseases, He cautioned(11) however that 
ill heaith should not always be considered a physi- 
cal cause of insanity, as dyspepsia, epilepsey, apo- 
plexy, and other complaints that often precede in- 
sanity, are caused by mental anxiety. 


In this statement and in other writings par- 
ticularly on dyspepsia and bowel disturb- 
ances, Brigham showed an approach to 
functional disturbances which resembles con- 
temporary “psychosomatic” thought, 
though he stressed physical causes, he added 
(12): “we believe that moral causes are far 


more operative than physical.” 
On the whole, Brigham was most inter- 


ested in the moral causes ... today we 
would say emotional. “We wish that all 
might realize the superiority of our moral 
nature over intellect itself.” Intellect “‘con- 
tributes little in fact towards forming what 
we call the character of an individual” which 
is largely determined by moral factors(13). 
He felt the groundwork for emotional ill- 
nesses was laid early. 

Neglected moral education is... a fertile source 
of insanity, whereby the feelings and passions ac- 
quire undue power. A character is early formed 
that can bear no restraint or opposition, and in 
after life is kept in a constant state of excitement, 
until insanity ensues[14]. 


As tendencies can be seen from childhood, 
it is “necessary to study the character of 
children when quite young.” He points out 
that “whatever is taught children by precept 
is of trifling consequence, compared with 
that which is taught by example(15).” He 
explained how moral causes could bring 
about mental illness. 


All mental emotions excite the brain, increase its 
action and tax its powers, and if severe or long 
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continued, will as assuredly injure it, as too much 
or too stimulating food will injure the stomach[ 16]. 
..» Next to hereditary predisposition, mental dis- 
turbance, care, anxiety and faulty education are 
the most common causes of insanity[17]. 


Among the immediate causes he discussed 
sleep, fright, masturbation and alcohol. Lack 
of sleep is “the most frequent and immediate 
cause of insanity.” He did not confuse sleep- 
lessness as primary for he said: 


Insanity rarely results unless the exciting causes 
are such as to occasion loss of sleep[18].... 
Frequent great fear lays the foundation for nervous 
affections that grievously afflict persons for life[{19]. 
. .. Masturbation, though productive of alarming 
disease and death... is as frequent the conse- 
quence as the cause of insanity[20]. ... The sad 
effects of alcoholic drinks are more frequently 
found in the stomach than in the brain[2o0]. 


He also felt that civilization played a 
role(21). 


We find that insanity prevails most in those coun- 
tries where people enjoy civil and religious freedom, 
where every person has liberty to engage in the 
strife for the highest honors and stations in so- 
ciety, and where the road to wealth and distinction 
of every kind is equally open to all. There is but 
little insanity in those countries where the govern- 
ment is despotic. 


TREATMENT 


Ambulatory psychiatry did not exist in 
Brigham’s time as all therapy was central- 
ized in the hospitals. He divided therapy into 
medical and moral treatment, thereby paral- 
leling the division of exciting causes into 
physical and moral. 


MEDICAL TREATMENT 


His basic philosophy has been stated as 
follows : 


I think with Dr. Spurzheim that the medical treat- 
ment of insanity is to be reduced to sound prin- 
ciples of pathology in general, and hence no one 
method of treatment is applicable to all cases. The 
treatment proper for recent cases may be injurious 
to those of longer standing. The previous health 
of the patient, age, and duration of the disorder, 
necessarily demands a different course of treat- 
ment[22]. . . . No specific remedy for insanity has 
as yet been discovered . . . according to our ex- 
perience, recent cases for the most part require a 
mild antiphlogistic course; but regard should be 
had to the cause of the insanity[23]. 


In general he limited his medicines to a 
few well-established ones and used them with 
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discrimination and moderation. He had great 
confidence in the natural recuperative powers 
of each individual(24). Therefore he aided 
the patient in all physical ways possible. “We 
regard good and plentiful diet, generally es- 
sential to the comfort and cure of the insane 
(25).”’ With emaciation, he also added cod 
liver oil and with refusal to eat, resorted to 
forced feedings using a stomach tube. He 
insisted that all patients be visited daily by 
the doctor and some, several times a day. 
In this way, proper treatment could be given. 

The antiphlogistic course he mentioned 
usually included venesection, cathartics, 
emetics and methods to produce perspiration. 
Opium and quinine were contraindicated. 
Brigham deviated in many respects, He oc- 
casionally recommended bleeding for the pa- 
tient with a physical injury to the head but 
otherwise said(26): “The treatment of in- 
sanity by bleeding, though strongly recom- 
mended by Dr. Rush and some others, we be- 
lieve to be generally improper and frequently 
very injurious.” Cathartics he used, for he 
believed in keeping the bowels open but 
emetics played a minimal role. He utilized 
two forms of hydrotherapy. In the first, the 
patient would put his feet in warm water 
while cold water was poured on the head 
from a distance of 4-5 feet. He stressed 
this must be done gently and only in the 
presence of a doctor. In cases of excitement, 
he would use prolonged warm baths with cold 
water applied carefully to the head(27). 

If the patient did not respond to this, he 
would often resort to tonics and narcotics. 
Of the tonics he preferred extract of conium 
and carbonate of iron but would occasionally 
use bitters and quinine(28). As for nar- 
cotics: “Opium has always been used at this 
Institution in the treatment of insanity and 
often with great success,” as it produced 
calmness. He had seen 
many patients apparently recover while taking it 
freely and immediately relapse on it being with- 
held, and again recover under its use, and finally 
after continuing it for a considerable time, and 
gradually diminishing the dose, recover and re- 
main well for years without it. 


Dosages were usually one grain or less(29). 
Some of the other popular remedies he 
tried but without encouraging results. 


Blisters, issues, and particularly setons on the 
neck, we have often tried, but rarely witnessed 


any benefit from them in cases of insanity uncom- 
plicated with other disease(29). 


He did some research on various new 
treatments of the time. He did not find ani- 
mal magnetism of any value on the few 
patients on which it was used, [lectromag- 
netism he found diverting but without any 
permanant benefit. He tried hashish and 
found it an active substance worth further 
trial. “Soon after the discovery that the 
inhalation of the vapor of ether had the ef- 
fect to produce sleep and insensibility we had 
recourse to it as a remedy in various cases 
of insanity.” Some patients appeared helped 
and others were excited but “to none has it 
proved injurious, and we are rather favor- 
ably impressed with its use, though we do not 
expect any striking remedial effects from it 
[30].” His experiments with chloroform 
gave similar results. 

This was the beginning of a period of 

controversy regarding the use of restraints 
and Brigham leaned definitely toward their 
restriction. 
We must carefully guard against carrying into 
practice the idea, that a patient, even if excessively 
violent and dangerous at times, is always so, and 
therefore we never permit any one to be confined 
but for a short time[j1].... It is seldom that 
any restraint, except confinement to their rooms, is 
deemed requisite for our patients. Restraining 
chairs, and the straight waistcoat have not been 
used here for above six months and muffs and mitts 
but seldom[32].... [However] we believe that 
sometime restraint of this kind is far better for 
patients than to permit them to exhaust and injure 
themselves [33]. 


Restraints were never permitted without a 
doctor’s order. 


MORAL TREATMENT 


Brigham gave most credit to the previous 
work of Pinel and Tuke and to Eli Todd in 
this country and partly to Benjamin Rush 
and Rufus Wyman. He defined this treat- 
ment as follows: 


By moral treatment is meant attention to the men- 
tal peculiarities and every thing relating to the 
personal management of the insane, exclusive of 
medical treatment. Even medical treatment is often 
beneficial by its moral effect, and not unfrequently 
we administer some harmless drug solely from this 
object in view[34]. [The patients were to be placed 
in a hospital] where they will be treated at all 
times with kindness and perfect candor, and as rea- 
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sonable beings, and where they will have all the 
enjoyments of society and comforts of domestic 
life, not incompatible with their safety and the 
means used for recovery[35]. [More specifically] 
the removal of the insane from home and former 
associations, with respectful and kind treatment 
under all circumstances, and in most cases manual 
labor, attendance on religious worship on Sunday, 
the establishment of regular habits and of self- 
control, diversion of the mind from morbid trains 
of thought, are now generally considered as essen- 
tial in the Moral Treatment of the Insane[36]. 
He felt the patient should be brought to 
a pleasant hospital which should be warmed 
and well ventilated. It should be run effi- 
ciently and for the welfare of the patient. 
Everyone had his duties and these were 
specified in a set of regulations. The arriv- 
ing patient was given a kindly welcome, in- 
troduced to the doctors and other patients. 
Any dangerous objects were removed as well 
as snuff and smoking tobacco. Some chewing 
tobacco was allowed. 
Many are brought to us in chains . . . these are in 
all cases immediately removed, and the patient is 
kindly addressed and assured that he is among 
friends who will use him well . . . he is also told 
the truth[37]. [As to destructive patients] we 
much prefer that a patient should occasionally 
break a pane of glass or tear some of his clothing, 
than keep him constantly confined. We therefore 
give him frequent opportunities and place before 
him inducements, to exercise self-control[38}]. 


Any abuse of a patient by an employee was 
grounds for immediate dismissal. 

In general the patients were encouraged 
to labor at the hospital. The men would work 
on the farm, in the garden, the cabinet shop, 
on mattresses and shoes, would paint, carve 
in wood and bone, and help with the printing 
press and do book binding. The women 
would help with the household duties, do 
basket weaving, iron, manufacture useful 
and fancy articles for sale, do tailoring and 
dressmaking and mend bedding and clothes. 
No work or diversions were permitted on 
Sunday. Brigham had the following reser- 


vations (39) : 


But however useful bodily labor may be to some, 
we regard it as less so generally as a curative meas- 
ure, and less applicable in many cases, than mental 
occupation in the regular and rational employment 
of the mind . . . in fact, manual labor . . . proves 
more beneficial . . . by engaging the attention and 
directing the mind to new subjects of thought, than 
by its direct effect upon the body. Not unfrequently 
manual labor appears to be injurious, especially in 
recent cases (39). 


Brigham believed in the value of education 
in bringing about an ordered mind, and he 
had four classes meeting twice a day for an 
hour with intelligent teachers whose only 
duty was to instruct and divert the patients. 
The classes were devoted to reading, spell- 
ing, writing, arithmetic, geography and his- 
tory. Lectures were also given in the chapel 
by the physicians and by various guests. 
Brigham also developed a library with several 
hundred books and received 70 newspapers 
weekly for the use of his patients. The 
hospital also had a museum, a greenhouse 
with over 1,000 plants, a whittling school 
which produced toys, and a Lyceum and 
Debating Society which met weekly. 

An active program for entertainment and 
amusement existed throughout the hospital. 
Each hall had checkers, cards (which were 
allowed only two nights a week), books and 
a ball and ninepins. The patients were en- 
couraged to sing, sew and knit as well as to 
ride and take walks. Those who were music- 
ally trained played in the Asylum Brass 
Band. An annual ladies fair was given as 
well as occasional theatrical exhibitions which 
consisted of piano concerts, readings and 
even a demonstration of mesmerism. For 
those who were interested, there was an op- 
portunity to take and develop daguerreotypes. 

Brigham believed that religious services 
and consolation should be available to his 
patients. However, he had strict ideas that 
the minister should be responsible to the 
superintendent, that his preaching should be 
nonsectarian and encouraging by emphasiz- 
ing love and forgiveness rather than sin and 
damnation(40). Patients largely made up 
the choir. 


PROGNOSIS AND RESULTS 


Brigham made the following comments 
on prognosis in mental illness(41). 


It is rarely cured after it has uninterruptedly con- 
tinued two years, though there is always hope if 
the patient is vigorous and the form of insanity 
varies . . . general excitement of the mind and 
feeling is more readily cured than monomania . . . 
and the more acute the disease, the more rapid the 
recovery usually... . Insanity arising from a vio- 
lent exciting cause is more likely to recover than 
when it is produced by a trivial cause... . The 
middle aged, it is thought more frequently recover 
than the very young or the aged. . . . The speedy 
action of moral causes in producing derangement is 
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a favorable circumstance. . . . Remissions are fa- 
vorable. . . . No alteration of pulse is an unfavora- 
ble indication. . . . When digestion, sleep, and ap- 
petite are normal, weight increasing without 
decreasing insanity ... there is little hope... . 
Insanity is not curable when it is the result of 
epilepsy. 


Brigham continued regarding excessive 
optimism about results. He pointed out that 
many annual reports have “too much coleur 
de rose and as a result mislead the public. 
One must(42) “guard against the excitation 
of an impression that has already become too 
general, that nearly all the insane can be 
cured at Lunatic Asylums. ... When we 
call to mind that 4 of all the patients in the 
institution for the insane in this country are 
incurable,” one must stop boasting and work 
harder for useful discoveries. He made a 
point that it was difficult to compare results 
between institutions as some had many more 
incurable patients than others( 43). 

He separated his patients into recent and 

old cases. 
According to our experience, recent and curable 
cases do not generally recover in 3 months, but a 
majority do in 4 or 5 months[44]. [While] cases 
that had been suffered to go on for several years, 
rarely recover under any treatment[45]. [These 
were often called demented and neglected.] But 
are we sure those belonging to this class are in- 
curable? Pathological researches warrant no such 
conclusion[46]. [Some old cases do recover and] 
such instances, though infrequent, lead us never to 
despair of even old cases of insanity[47]. 


In the first 11 years of the Utica State 
Hospital, 3,923 patients were admitted. Of 
these, 1,625 or 41.4% recovered, 55 or 1.3% 
were ia improved, and 598 or 15.3% were 
improved. Of the remainder, 753 or 19.2% 
were unimproved, 446 or 11.4% had died, 
and 446 or 11.4% were still hospitalized. 

One can not help but be impressed by this 
account of Brigham’s psychiatric practice. 
The patient’s problems were recognized to be 
the result of an illness thereby coming under 
medical jurisdiction. The patient was treated 
with kindness and respect in a hospital where 
he was separated from any of his external 
stresses. An active program of what we now 
would call occupational and recreational ther- 
apy was so outstanding that it has been 
duplicated only in recent years. Although 
organized psychotherapy was lacking and 


parts of his medical treatment seem archaic, 
his over-all therapeutic attitude well proved 
its value in the 58% of his patients that were 
discharged improved or recovered. 
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Some jokes are identical in structure with 
the thinking disturbances found in the psy- 
choses, notably in schizophrenia, a fact which 
seems to have biological meaning. 

Thanks to Bleuler, we know that one of 
the basic symptoms of schizophrenia is a 
thinking disorder, manifested by faulty as- 
sociation of ideas. It is seen in other psy- 
choses too, such as delirium(1), but in 
schizophrenia it is outstanding. Arieti(2) 
and I(3) have called attention to the simi- 
larity of humor and schizophrenic thinking. 
My purpose here is to consider the biological 
meaning of the similarity. 

One day in April a man in bromide delir- 
ium was asked the date, and he replied it 
was the first week in December. (In other 
words, Christmas will soon be here?) “No, 
that’s already gone.” (Then this can’t be the 
first week in December.) “Then it must be 
the second week in December.” Many a 
professional gag writer has done worse than 
that. 


FORM AND SUBSTANCE 


The schizophrenic thinking disturbance 
takes many forms. There is impairment of 
the ability to differentiate symbol and object, 
abstract and concrete, figurative and literal, 
relevant and pseudo-relevant. Much of it 
can be summed up by saying that the patient 
confuses form and substance. 

A schizophrenic woman had the delusion 
that Smith, her former employer, was her 
brother. When reminded that her maiden 
name was Jones, she replied that one of her 
forefathers had changed his name. This is 
a reply in form but not in substance, for 
both she and the alleged brother would have 
inherited the new name. 

An example of humor based on confusion 
of form and substance is a story about 

3rahms. At a performance of one of his 
quartets he was asked by the violist if he had 
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liked the tempo. He replied, “Yes—espe- 
cially yours.” In form the reply is a compli- 
ment; in substance, an insult. 

There is a story about de Pachmann, the 
pianist, a temperamental man known to be 
abrupt and rude to other pianists. He and 
Harold Bauer once crossed the ocean on the 
same ship. Bauer had started his career as 
a violinist but had switched to the piano when 
it became clear that his talent there was even 
greater. Bauer noticed de Pachmann on the 
ship but avoided him, fearing a rebuff. When 
the ship docked de Pachmann was surprised 
to find Bauer aboard and asked in mock re- 
proach, “Harold, my dear boy, why didn’t 
you let me know you were aboard? We could 
have passed some time together.” The 
younger man replied diffidently, “Well you 
know, they say you don’t have much use for 
other pianists.” “But my dear Harold,” pro- 
tested de Pachmann, “I never considered you 
a pianist.” Here again we see, in form, a 
friendly assurance; in substance, a dispar- 
agement, 

A schizophrenic white woman from a 
Southern state, on admission to the Henry 
Phipps Psychiatric Clinic in Baltimore, 
knew she was in a hospital but said it was 
“the colored ward.” When asked how she 
knew this she said the nurse who had brought 
her to Baltimore was a Miss Brown. The 
reply has only an illusion of relevance, and 
lacks substance. 

A schizophrenic boy 12 years and 8 
months old had difficulty with a question 
that troubles younger children: Why is the 
earth said to be round when it looks flat? 
Convinced it is flat, yet knowing that people 
travel “around” the world, he conceived the 
notion that the earth is shaped like a circular 
disc, which is both flat and round. I replied 
that this could not be true, for a man can 
travel in any direction without meeting an 
edge. I used a marble in illustration. Pon- 
dering the marble, he asked, “If the earth is 
round [spherical], why does it seem level to 
us?” I replied that a circle or sphere may be 
so large that the curvature in a small segment 
may be imperceptible. To illustrate this I 
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drew on a sheet of paper an arc of a circle 
whose radius was the length of my arm. 
Folding the sheet so as to expose only an 
inch of arc, I showed him that the curvature 
was hardly noticeable. Thinking deeply, the 
boy unfolded the sheet so as to expose the 
whole arc and asked me how it looked. I 
replied, “It still looks pretty straight—and 
yet it’s a little round.” Immediately and 
triumphantly he cried, “You see? I’m right: 
the earth is both flat and round [like a disc].” 

Here again is a clash of form and sub- 
stance. My remark seemed to confirm the 
boy’s theory, but substance is lacking, for 
my words and his were not in the same 
context. 

Poor grasp of context is seen in schizo- 
phrenia. Thus a woman, examined for the 
first time, was asked what her husband does. 
She replied, “He’s sick; he ain’t working.” 
I thought she meant he was chronically ill, 
and was astonished to learn that she meant 
only that he had been laid up for two days 
with a cold and was still in bed. She did not 
appreciate the context and meaning of the 
question, “What does your husband do?” 

Here too is a similarity to humor, for one 
of the techniques of humor is distortion of 
context. Thus a man with a broken finger 
asks the doctor who has set it, “When this 
heals, will I be able to play the piano?” 
Doctor: “Yes, you will.” Patient: “How 
marvellous! And I’ve never had a lesson in 
my life.” 

Many years ago a physician took part in 
a discussion of the age of onset of schizo- 
phrenia. In opposition to the view that the 
disease may start at any age, he said he had 
never seen a case starting late in life. This 
argument, proper in form, defeats itself as 
to substance, for it overlooks a possible 
self-deception: maybe he had seen cases 
with late onset which, under the influence of 
his preconception, he labelled something else, 
such as senile psychosis. 

If a physician boasted that he had never 
been successfully deceived by a malingerer, 
he would be naive, for when a malingerer 
succeeds in deceiving us, we ipso facto are 
unaware that we have been taken in. 

Clash of form and substance is seen in 
all aspects of life. It is the basis of deceit 
and guile. Machiavelli, after saying that 


the prince must have the cunning of a fox, 
goes on to say(4): “It is necessary, how- 
ever, to disguise the appearance of craft and 
to understand the art of feigning and dis- 
sembling. . . . Men in general judge more 
from appearances than from reality. All 
men have eyes, but few have the gift of 
penetration.” 


INABILITY TO SEE INCONSISTENCY 


Blindness to inconsistency is a common 
failing in schizophrenia (though of course 
it is not confined to that condition). Many 
jokes are based on it too, such as the one 
about the man who boasted, “I can’t see why 
people think it so hard to give up smoking. 
I’ve done it many times.” 

At the 1952 convention of the American 
Newspaper Publishers Association there was 
a session on freedom of the press, at which 
speakers denounced “suppression of the 
news” and “creeping censorship.” The ses- 
sion was closed to reporters, a fact noticed 
by the trade magazine Editor and Publisher. 

In mental hospitals it is a commonplace 
for relatives to beg for the release of the 
patient on the ground that there is nothing 
wrong with him. At the Harrisburg State 
Hospital I twice had this experience: the 
schizophrenic spouse of a patient, pleading 
for his release, argued against the patient 
without being aware of the inconsistency. 
(1) A schizophrenic woman begged for the 
release of her husband. In reviewing the 
case I asked what had led to his admission. 
She replied, ‘He thought the neighbors were 
talking about him and slamming doors. Now 
you know they weren’t doing any of these 
things.” (2) A woman was admitted when 
her son was two months old. Two years 
later her schizophrenic husband asked for 
her release. He insisted she had never 
shown any mental symptoms and felt her 
commitment had been a mistake. He said 
she had never had any “erratical ideas.” I 
remarked, “Well, yor “now, ever since she 
came to the Hospital she has insisted she 
never had a baby.” He replied vehemently, 
“Well, she had.” (She even says she never 
was pregnant.) “Well, she was.” In refuting 
his wife’s delusions he was arguing against 
himself. 
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THE NAIVE ATTITUDE 


A fable can be understood on two levels. 
To the child it is a charming story of animals 
that speak, while the adult sees a deeper 
meaning. The schizophrenic is naive and 
has trouble grasping this deeper meaning. 
He will interpret the story of the fox and 
the crow like a child. “Don’t count your 
chickens before they’re hatched” is, to him, 
a precept for poultrymen. 

As an example of infantile naiveté, my son 
when 4 years old found me playing chess one 
day. Fascinated by the beautiful pieces, he 
too wanted to play chess. A board was set 
up, and he and a playmate moved the pieces 
at random happily “playing chess.” 

The studied assumption of a naive attitude 
can serve a base purpose. Pornographic 
“comic books” have been labelled “For 
Adults Only.” The disingenuous publisher 
can say, “See how I try to protect the 
young,” when tue real object of the label is 
to seduce them. 

Some jokes are based on the contrast of 
the naive and complex. At the time of the 
Dreyfus affair Clemenceau made the witty 
remark that Captain Dreyfus was not a 
Dreyfusard. Only a child would think that 
the Dreyfus affair concerned the persecution 
of an army officer. The incident with Drey- 
fus was merely the spark. The affair dealt 
with deep divisions in French life, divisions 
concerning the monarchy, democracy, the 
role of the army in politics, etc. Dreyfus 
himself was not interested in these matters. 

The son of the Archduke was riding 
through the estate when he came upon a 
young peasant who resembled him to a strik- 
ing degree. Haughtily he addressed the man, 
“Did your mother ever work in my father’s 
castle?” “No, Sir,” answered the peasant, 
“but my father used to be his coachman.” 
The technique of this joke involves the con- 
cealment of a complex meaning behind a 

facade of naiveté. (I am not concerned here 
with the element of aggression and counter- 
aggression. ) 

This brings to mind the story of a child, a 
true story. Ira, age 5, bore a striking re- 
semblance to his playmate Elsie. When 
someone asked whether his parents and 
Elsie’s are related, he replied, “No, but 
they’re very good friends.” 


Clifford Beers used to tell a story of the 
early days of the mental hygiene movement. 
The meetings of the organizing committee 
were sometimes stormy, with heated clashes 
of opinion, Once when all the others ganged 
up on him, Beers said, “Gentlemen, I must 
remind you that I am the only one here to- 
night with a medical certificate to show that 
I am of sound mind.” This joke, which need 
not be fully analysed here, is given as an 
example of wit based on mock naiveté. 


THE NEGATIVE 


The little word “no” with all its ramifica- 
tions is a big subject. Negativism in schizo- 
phrenia has been studied especially by 
Bleuler. One of his patients habitually said 
“not-ugly” when she meant pretty, and for 
ugly she said “not-not-ugly’(5). 

One aspect of the negative in normal be- 
havior is the use of the double and triple 
negative in speech. Medical men seem to be 
addicted to the multiple negative, and the 
phrase “not infrequently” is a medical trade- 
mark, Sometimes the phrase is justified, 
expressing the writer’s meaning exactly, but 
“not infrequently” the meaning could be 
stated better and less pompously without the 
double negative. 

A new low in lucidity was set by this 
gruesome sentence found by the Editor of 
Psychosomatic Medicine: “It is by no means 
far from infrequently that the absence of 
tubercle bacilli is not invariably detected” 
(6). One almost wonders if there isn’t in 
doctors a bit of a throwback to the primitive 
pattern of the man who will say such things 
as, “I ain’t got no energy to do no work no- 
how.” 

As an example of humor based on misuse 
of negatives, there is the scene in a restau- 
rant. Diner: “May I have a cup of coffee 
without cream?” Waitress: “I’m sorry, Sir, 
we have no cream.” Diner: “Then I'll take 
it without milk.” 


DEFINITION IN TERMS OF THE REVERSE 


A schizophrenic woman who was always 
pestering the doctors to discharge her from 
the hospital this coming Sunday couched 
her request in these words: “Can I be here 
till Sunday?” She made the same stereo- 
typed request week after week. What she 
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really meant was not “Can I be here till 
Sunday?” but “Can I stop being here after 
Sunday?” She expressed the idea in terms 
of its reverse. 

The identical phenomenon occurred in the 
case of a normal child 44 years old, He 
habitually asked questions with this format: 
“If such-and-such happens, then what?”, 
meaning, What effect will follow a given 
cause? One evening, after having heard of 
a certain fearful incident, he went to bed in 
anxiety, and wanted assurance that it 
wouldn’t keep him awake all night. He was 
assured he would soon fall asleep as usual. 
‘But,” he persisted, “if I get over being 
frightened tomorrow, then what?”’, mean- 
ing, “What if I remain frightened all 
through the night till tomorrow ?” 

These two examples show that the schizo- 
phrenic and the child may employ the same 
inferior modes of thought, the one from 
disease of cerebral mechanisms, the other 
from their immaturity. 

At a medical meeting a speaker argued 
against the existence of a hereditary factor 
in a certain disease. The incidence is 5% 
in the offspring of affected parents and only 
1% in those of healthy parents. The speaker 
made a bizarre suggestion. He said the issue 
ought to be decided not by comparison of 
the affected offspring but of the nor-affected. 
The important thing, he said, is not the con- 
trast between 1% and 5%, which is great, 
but between 99% and 95%, which is negligi- 
ble. 

The next example shows the same mode 
of thought as a technique of wit. A Negro, 
speaking against racial discrimination, made 
the witty remark, “We want the right to be 
discriminated against on the same basis as 
anyone else,” meaning, We, like other people, 
want discrimination only when it is deserved 
(7). 

This phenomenon, the definition of con- 
cepts in terms of their reverse or negative 
aspect, has a psychological meaning. It has 
a bearing on our grasp of reality. To know 
what a thing is, we must know what it is 
not. That remarkable man, Benjamin Lee 
Whorf, has expressed this truth in an acute 
passage(8), starting with a commentary on 
the proverb “The exception proves the rule.” 
People misunderstand this and think it means 
that the exception establishes the rule, but 


Whorf reminds us that “prove” means to 
test, to put on trial. He then goes on to show 
that the popular misconception, though it 
is wrong, contains an element of truth: If a 
rule has absolutely no exceptions, it is not 
recognized as a rule or as anything else ; it is 
then part of the background of experience of 
which we tend to remain unconscious. Never 
having experienced anything in contrast to 
it, we cannot isolate it and formulate it as a 
rule until we so enlarge our experience and 
expand our base of reference that we en- 
counter an interruption of its regularity. 
. . . For instance, if a race of people had the 
physiological defect of being able to see only 
the color blue, they would hardly be able to 
formulate the rule that they saw only blue. 
The term blue would convey no meaning to 
them, their language would lack color terms, 
and their words denoting their various sen- 
sations of blue would answer to, and trans- 
late, our words “light, dark, white, black,” 
and so on, not our word “blue.” In order to 
formulate the rule or norm of seeing only 
blue, they would need exceptional moments 
in which they saw other colors. 

George Bernard Shaw said the same thing 
in his characteristic vein when he defined a 
Cockney as “a man who does not know the 
country because he has never lived there and 
does not know London because he has never 
lived anywhere else.” 


THE BIOLOGICAL PURPOSE OF PLAY AND WIT 


The structural similarity of schizophrenic 
thinking and wit has a biological meaning. 
This will become clear if we consider the 
nature of play. The prototype of play is 
seen in the animal young. A kitten plays 
with things that move; it pounces on a leaf 
blown by the breeze or on a ball of yarn 
rolling away. It stalks the tail of a litter 
mate and pounces on it. Play thus sharpens 
the coordination of eye and limb, perfecting 
the skills of a predator. Nature in her infinite 
wisdom has made it pleasurable for the 
kitten or pup to practice the skills needed 
for survival. 

In all animals, but especially in man, adap- 
tation requires not only motor skill but also 
keen judgment. Man must think logically 
and clearly. Learning to think, like learning 
to walk, takes practice. The child learns by 
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“playing” with ideas, putting them together 
in various combinations and sequences and 
seeing from trial and error what makes sense 
and what doesn’t. Nature has made this 
work pleasurable, as can be seen from the 
child’s experiments with humor, experiments 
comparable to the play of a kitten stalking 
the tail of its litter mate. 

At the age of 4 years and 4 months my 
son, after speaking of an event that had 
taken place “a little while ago,” asked, “Do 
you want to hear something funny?” ( Yes.) 
“Last night ago,” he said, laughingly hilari- 
ously. The same boy, when almost 5, heard 
mention of worms in apples. With a twinkle 
in his eye he said, “You know what? One 
day I bit an apple and found a snake.” This 
is a striking example. Could he have already 
understood that exaggeration alone is not 
enough? Had he said he had found an ele- 
phant, the joke would not have been as 
funny, despite the greater exaggeration. A 
snake being like a worm, the joke gets its 
punch from the coexistence of congruity and 
incongruity. 

The wisdom and beauty of Nature are 
beyond mortal praise. If play were not plea- 
surable, kittens would not chase each other’s 
tails, and so would lack practice in the motor 
skills needed for survival. If there were 
no pleasure in the appreciation of the absurd, 
if there were no fun in playing with ideas, 
putting them together in various combina- 
tions and seeing what makes sense or non- 
sense—in brief, if there were no such thing 
as humor—children would lack practice in 
the art of thinking, the most complex and 
most powerful survival tool of all. 


EGOCENTRICITY AND REALITY 


Learning to think means, among other 
things, learning to modify one’s infantile 
conceptions to conform to reality. The child 
entertains many notions that reflect his own 
egocentricity, as in the next example. In 
time he modifies or discards them in keeping 
with his growing appreciation of reality. 
This matter is relevant to the theme of this 
paper, for the naive ideas of the child make 
us smile; they are amusing. 

The example is from my own childhood. 
I grew up in Baltimore, on West Baltimore 
Street. My house, on the north side of the 


street, faced south. When I became inter- 
ested in geography I learned that when you 
look at a map of the United States, the 
Atlantic Ocean is on your right, in the east. 
I had the notion that when | left my front 
door, the world before my eyes was oriented 
like a map spread on the ground before me, 
with north in front of me and the ocean to 
my right; thus I thought that if I travelled 
to the right | would come to the ocean. Then 
one day, when my grey matter had matured 
sufficiently and I was beginning to cut my 
eyeteeth, a doubt entered my mind. I knew 
that as I walked to my right on West Balti- 
more Street the house numbers increased, 
which meant I was walking westward, get- 
ting farther away from the midline of the 
city. I asked myself, “How is it that when 
I walk to the right I am getting closer to 
the ocean, which is to the east, yet the in- 
creasing house numbers show I am going 
west?” It suddenly dawned on me that my 
notion of map orientation was absurd, and 
that when I left the house I faced south, not 
north. I then realized that a map must be 
oriented by the fixed points of the compass, 
and not by the capricious circumstance that 
my house happened to face in this or that 
direction. 

Another example: my brother must have 
been 5 or 6 and I 9 or 10 when we doubled 
up one night and slept in the name bed. Next 
morning his first remark was: “Max, wasn’t 
that a funny dream we dreamt last night ?” 

John Hersey (The New Yorker, Novem- 
ber 24, 1951), returning from Israel, told 
of a woman from an East European country 
who settled in Israel with her small son. The 
boy picked up Hebrew fast and the mother 
too became fluent in it. However, she per- 
sisted in talking to him in Yiddish, explain- 
ing, “I don’t want my son ever to forget that 
he is a Jew.” As an amusing story this is 
superb, but I give it here to show how in- 
fantile egocentricity tends to persist. To this 
woman a Jew is one who fits the cultural pat- 
tern of her childhood. 


THE IMPLICIT IN WIT; READING BETWEEN 
THE LINES 


The thesis of this paper finds support in 
the following fact: an element that makes 
for a good joke is implicitness. A!lowing for 


4 


Ra 

| 


g22 


WIT AND SCHIZOPHRENIC THINKING 


[Apr. 


exceptions, a joke loses in quality if it is 
too explicit. When Stalin was desanctified 
a cartoonist for the Italian magazine Candido 
showed us a scene in the office of the party 
boss in a satellite country, with the follow- 
ing caption. Secretary: “This portrait of 
Stalin here, shall I throw it out?” Boss: “No, 
better put it in the attic. You never can tell.” 
The value of this joke lies in its implicitness. 
Suppose the boss had said : “No, don’t throw 
it out. Who knows which way the wind will 
be blowing tomorrow? Maybe the Stalinists 
will return to power and make it hot for the 
iconoclasts. Let’s be prudent and hedge.” 
This would have weakened the joke. In fact, 
it would no longer have been a joke, but only 
a political tract. A joke gains in quality as 
it makes us think. In the example given, a 
thought, a link in the chain of ideas, remains 
unspoken, leaving a gap for our minds to 
fill in. To get the point of the joke one must 
read between the lines. Here we see how wit 
and humor are related to exercise of the 
thinking faculty. 

President Eisenhower, at his press con- 
ference on February 29, 1956, announced 
his willingness to run again. But before he 
announced it he had a little fun with the 
reporters, all of them poised on the edge of 
their seats ; he tantalized them, speaking for 
several minutes about routine matters such 
as the Red Cross campaign. At his next con- 
ference a week later he got a laugh with a 
mock complaint, “I was disappointed that 
my announcements last week on the Red 
Cross and the farm bill didn’t get the space in 
the newspapers that I had hoped.” Here 
again to appreciate the joke the mind must 
do some work, filling in a gap. We must 
read between the lines. 

As an example of failure to read between 
the lines, there was the scornful visitor to 
the United States who said that statistics 
show a higher proportion of people in men- 
tal hospitals in this country than anywhere 
else. He jumped to the easy conclusion that 
there is something wrong with us. He didn’t 
realize that the hospitalization rate is a func- 
tion of the wealth of a country, for hospitals 
cost money. 


WIT AND COMPLEXITY 


The relationship of wit and intellectual 
function is further seen in the fact that the 


highest wit is that which presupposes the 
grasp of a complex situation, one beyond 
the comprehension of a child or fool. It has 
often been said that it’s harder to elicit a 
smile than a guffaw. Here are three ex- 
amples that will make you smile. You may 
be sure no one will ever die laughing from 
them. 

“Show trains” to New York City serve 
theatre-going visitors, who are spared the 
trouble of shopping for tickets and hotel 
rooms. Since it is so hard to get tickets for 
hit plays, a New Yorker once journeyed to 
Louisville to join a show train so he could 
see the plays he wanted(9). 

The clinician Francis Peabody used to say 
that one reason for doing laboratory pro- 
cedures is to enable us to do without them. 
He meant that laboratory data combined with 
study of the patient perfects our knowledge 
of disease, enhancing our ability to diagnose 
disease clinically. 

The final example is a witty remark by 
Hughlings Jackson. When Jackson came on 
the scene the conception prevailed that epi- 
lepsy is due to diffuse disease of the brain. 
The concept of localization of function was a 
new one, and Jackson was one of those who 
helped to establish it, partly on the basis of 
his epilepsy material. He emphasized that 
epilepsy is a local disease, being due to a 
discharging lesion in a cerebral area repre- 
senting the part of the body where the sei- 
zure begins. In a discussion of fits beginning 
on one side, what we today call Jacksonian 
fits, he said(10) : “Local symptoms must of 
necessity depend on local lesions. If this 
were not so, all that has been written... 
on localization of function would be sheer 
nonsense.” This is true no matter what hy- 
pothesis one might prefer as to the nature 
of the lesion. “If we were to return to the 
oldest hypothesis—that there is Satanic pos- 
session—then in local seizures the possession 
must be [a local one].” 

A comment may be made on the word 
“witty.” While intelligence is one of the 
meanings of the noun “wit,” the adjective is 
restricted in modern usage to the context of 
humor. However I once heard it used to 
designate intelligence. A middle-aged farmer 
in central Pennsylvania, in the 1930's, was 
injured when a truck hit him. When the 
smooth talking insurance adjuster called on 
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him and asked him to sign some papers, the 
patient was suspicious. As he told us later 
at the Harrisburg State Hospital, “You must 
remember, I’ve lived all my life on the farm 
and ain’t experienced in these things. I ain't 
witty: I ain’t quick in picking up things on 
the outside” (1.e. things outside his daily ex- 
perience ). 

This paper by no means covers the entire 
function of humor. In the most famous of 
all studies of this subject Freud showed how 
wit serves as an outlet for sexual, aggressive 
and other impulses. My paper deals with but 
one function of wit. My aim is to show that 
humor and wit assist the child in learning to 
think, to associate ideas, as play in general 
helps the young to sharpen their motor and 
other adaptive skills. 


SUMMARY 


Many jokes are identical in structure with 
the thinking errors of the psychotic, a fact 
of biological significance. The function of 
play is best seen in the animal young. The 
kitten plays by stalking the tail of its litter 
mate and pouncing on it. Play thus sharpens 
the coordination of eye and limb, perfecting 
the skills of a predator and fitting the animal 
to survive. In man adaptation demands keen 


judgment. Man must be able to think logi- 
cally, to associate ideas properly. Nature has 
made it pleasurable for the child to “play” 
with ideas, to put them together in various 
combinations and see what makes sense and 
what doesn't. This play with ideas, which 
developes the appreciation of absurdity, gives 
the child practice in the art of thinking and 
thus adds to his capacity for adaptation. 
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SOCIAL GROWTH DEFICIT AS A SYNDROME 
VERNON W. GRANT, Pu.D.,! Macevonia, On10 


Immaturity of personality is a common 
finding among neurotics and psychotics. 
Much of the descriptive account of the be- 
havior of these persons could doubtless be 
written in terms of growth deficits in one 
or another sector of social response. Such 
aspects of behavior are often treated as con- 
tributory, in various degrees or ways, to the 
major symptom formation—that is, as set- 
tings favorable to such formation, but sec- 
ondary in clinical importance. 

This paper is concerned with those oc- 
casional instances in which this relationship 
between personality setting and symptom is, 
in a sense, reversed. In these cases the growth 
deficit is the more salient feature of the be- 
havior, and contributes more largely to ad- 
justment failure and to the difficulties of psy- 
chotherapy than do the manifestations of 
neurotic or psychotic processes. Such growth 
deficit may also appear in relatively “pure” 
form ; that is, it may be the only evidence of 
behavior deviation. 

L. B. Hill(2), in a study of the “infantile 
personality,” has described some individuals 
who are neither mentally defective, psychotic, 
psychoneurotic, nor regressed, “yet fail to 
mature in their general attitudes and manners 
or in their techniques and aspirations.” He 
stresses the persistence of a dependent at- 
titude and observes that the deficit is most 
striking in interpersonal relationships. Some 
functions may be well developed; skills in 
the manipulation of “things” may be pres- 
ent, and knowledge is accumulated beyond 
that of a child, but these people fail to grasp 
total situations; they note only certain ele- 
mentary features, know little as to “what 
goes on” in others, have a small “bag of 
tricks” in social adjustment. 


CASE HISTORIES 


Case 1.—Our first case illustrates a relatively 
simple instance of this variety of behavior. The 
patient is a 43-year-old male, hospitalized on com- 
plaint of neighbors because of quarrelsomeness and 
violent displays of temper. He has been an employee 


1 Hawthornden State Hospital, Macedonia, Ohio. 
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most of his adult life in a machine shop owned 
by his father, The latter has been indulgent, and 
the patient has often stayed home from work when 
he felt so inclined. The father is reported to have 
beaten the patient, despite the latter’s age; also to 
have kissed him on the mouth in greeting. 

The patient appears older than he is, being par- 
tially bald ; the skin about his eyes is finely wrinkled. 
By contrast, his manner and expression are con- 
spicuously youthful, at times childish. The ex- 
pression of the eyes is shallow and entirely relaxed ; 
the lip movements and speech are suggestive of in- 
fantilism; at time saliva runs from the mouth- 
corners and dries. During interviews he appears 
mildly euphoric and talks without pause or stimu- 
lus. His mood is typically one of placid self- 
satisfaction; boasting is frequent, naive and un- 
disguised. A major theme is his popularity ; where- 
ever he goes he makes many friends; he likes this 
because “they do things for you, give you things.” 
He knows people like him when they praise him, 
give him candy or cookies, or are willing to lend 
him money. He talks much of candy, pocket money 
and of persons’ bringing him something to eat. His 
strongest motives appear to be egoistic ; he is mainly 
concerned with simple pleasures and with im- 
pressing others with his merits. Affect concerning 
hospitalization is very weak, likewise concern about 
his family. At a sanitarium, before his admission 
to the hospital, he states, he was so popular he did 
not want to leave, and the nurses felt bad when 
he did so. He admits trouble with the neighbors, 
for which he assigns the blame to them, but shows 
little affect in this context. 

The patient’s wife states that his peculiarities 
were evident at time of marriage, when he was 27; 
an attendant who knew him as a youth reports 
him as loud, aggressive, indifferent to ridicule or 
disapproval. So far as adulthood means maturity of 
interest and motive, awareness of responsibility, 
restraint, etc., the patient can not be regarded as an 
adult. 

Apart from a mood at times suggestive of a mild 
euphoria or hypomania there is no evidence of 
psychosis. Conceivably this affective state is no 
more than the direct expression of a buoyant, un- 
sobered and Peter Pan-ish kind of personality. The 
quarrels he became involved in were very probably 
in large part a consequence of his boasting, and of 
the ridicule elicited by his childish traits. 

The patients scores 92 on the Wechsler; subtest 
variability was small; verbal and performance scores 
were almost the same; there were no qualitatively 
unusual responses. Organicity tests were negative. 
The patient failed several times in grade school, 
indicating most probably a motivational lack, and 
perhaps to some degree the effect he had on his 
teachers, The father is described as excitable and 
quarrelsome and the data clearly suggest that the 
patient’s immaturity may be largely a reflection of 
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the paternal model ; the father’s considerable means, 
and his indulgence of the patient may have reinforced 
the attitude of irresponsibility. The case history 
provides little further information for genetic in- 
terpretation. For the present purpose the central 
fact is the saliency of the personality growth deficit 
and the comparative mildness of other clinical 
features. 

Case 2.—It may be significant that while in our 
second case the markings of immaturity are no less 
notable than in the first, the intellectual picture 
is in sharp contrast. The patient is a small, black- 
haired, heavily-built, 46-year-old woman of Irish 
descent. She is swarthy, somewhat pocked in com- 
plexion, but not unattractive. Much above aver- 
age intelligence, she has worked as a medical tech- 
nician, is alert, fluent, and more than equal to any 
work assigned to her. She is orphaned, and a 
widow. 

The significant behavior in this instance may be 
considered under the headings of dependency, at- 
tention- and sympathy-seeking, and narcissism. The 
degree of development of these traits is such that it 
is doubtful whether the patient could adjust satis- 
factorily outside an institutional setting unless in a 
protected situation with very tolerant supervision. 

The patient accepts hospitalization completely, 
and has never indicated any real interest in leaving. 
Her central concern in seeking contacts with staff 
members has been to secure comfortable jobs, re- 
tain residence on one of the more pleasant wards, 
and to have someone she can hope to rely on for 
support and sympathy at need. Despite the manifest 
coldness of her alienated family she makes frequent 
appeals for pressure to get them to visit her, bring 
her money or clothing, or to take her out for a visit, 
a meal, etc. She wrote to a woman's organization 
suggesting that each member “adopt” a patient, 
whom they would visit regularly, perhaps bring 
gifts to occasionally. She asks favors freely, going 
far enough in her impositions to cool off the friend- 
liness of acquaintances. Her own helpfulness to- 
ward others tends to be ingratiating. There is a 
long history of hypochondriacal complaints, by 
which, in part, she justifies her hospitalization and 
gains attention. When ill she is very demanding 
of services. A relative complained of the effect on 
her home of an attempt by the patient (before hos- 
pitalization) to “move in and make an invalid of 
herself.” 

Appeals for attention, sympathy and admiration 
are characteristic. She is greatly gratified when she 
can get a staff member to visit her on the ward 
when she feels unwell, or claims to feel so. Her 
manner is conspicuously artificial, with devices re- 
flecting long practice, despite their obviousness ; she 
is, in fact, “famous” for histrionics. With a low 
voice, pleading eyes, gasping or quivering move- 
ments of the lips, she recounts her past woes or 
present needs in efforts to arouse pity, obtain a 
favor or impress the listener with tragic ordeals 
she has endured or the misfortunes that have been 
thrust upon her by others, The case history records, 
for an early period, and in the same context: a 
barely audible voice, to convey the idea of ex- 


treme weakness; labored swallowing, “lid-flutter- 
ing” and apparent fainting spells. A striking feature 
of the surface behavior, in relation to a person 
whose interest she is seeking, is the continuous in- 
sinuation of a supplicating and “personalized” tone 
in the discussion of quite impersonal matters. She 
manages to inject a pleading quality, as of need 
of emotional contact, into even the most casual 
glance, a note which might at times easily be mis- 
understood as sexual seductiveness. On occasion, 
when one of her pleas has been turned aside, she 
may become tight-lipped and frozen-faced in a sulk 
which lasts for hours or days. 

She is much given to disclosing “secrets.” A 
physician to whom she revealed some highly inti 
mate material learned that several others, including 
ward personnel, had received the same confidence. 
She fabricates stories of abuse by members of staff 
to gain attention and sympathy, and has lied in 
order to obtain interviews with persons she wishes 
to solicit for favors, or as sponsors. She has at 
times acknowledged that her whining and “whipped 
dog” behavior may repel others, but retains it 
unaltered. As noted above, most of the patient's 
artifices are obvious affectations which deceive few 
and eventually alienate those who at outset feel well 
disposed toward her. 

It is not implied that the use of artifices is, in 
itself, a mark of immaturity, but that its prominence 
in this case, and the primitive dramatic quality of 
the “technique” despite prolonged practice, is indic- 
ative of one aspect of failure of growth in the 
social area. 

The patient is avid of compliments. She never 
tires of assuring others that she must not be judged 
as she is now, that she was once beautiful, attrac- 
tive in personality, an excellent mother and a de- 
voted wife. With less educated patients she may 
“talk down,” use long words to impress and confuse. 

During several years of hospitalization there has 
been no evidence of insight. So far as response 
to constructive influence is concerned the patient 
represents what might be termed a “closed per- 
sonality.” It may be doubted that she has ever 
shown, even briefly, a seriously contemplative atti- 
tude toward her situation in life, seemingly being 
at all times entirely preoccupied with efforts to con- 
vey her feelings, express her thoughts. She is, in 
this sense, entirely “outgoing,” rather than recep- 
tive. Conversations pointed toward insight regu 
larly meet with either defensive rationalizations or 
with an air of distraction or disinterest. In such 
contexts she deflects the conversation, dwells on 
trivia; the affect is consistently shallow; at such 
times the low ceiling of self-comprehension and of 
growth potential emerges as the central clinical 
datum. 

The long and rather complex history may be 
briefly summarized, with the focus on items corre- 
lated with the central personality features. She 
was the only child of a domineering mother, who 
was both overprotective and rejecting, and became 
a very conforming child who expended excessive 
energy trying to win parental approval. The mother 
was cold toward her daughter, very rarely showed 


Ge 


926 


SOCIAL GROWTH DEFICIT AS A SYNDROME 


[ Apr. 


affection, continually belittled her efforts to achieve. 
At 6 years the patient sustained an injury which 
kept her in bed for considerable time under the min- 
istrations of “doting” grandparents. She received 
more affection than she had ever known, and en- 
joyed the experience greatly. At 14, on graduation, 
the patient’s mother wanted her to attend a high 
school some distance away; the patient preferred 
one nearer home. The conflict was resolved by a 
“nervous breakdown”: she was thereby unable to 
attend the distant school; her mother’s attitude also 
became warmer toward her because of her “deli- 
cate condition.” (Complaints of physical illness, 
anxiety about cancer, heart weakness, etc., have been 
a major feature of the patient’s behavior for many 
years.) A significant feature of the “breakdown” 
was that she feared leaving the house, and would 
venture out only with an escort. 

She married an incompatible man who was “very 
handsome.” The couple then lived for a number 
of years with the patient’s parents, this on the 
insistence of the mother, who became disturbed at 
any suggestion that they live apart from her, The 
patient continued under maternal domination, the 
mother demanding details of all the patient’s ac- 
tivities. On the death of the mother the patient 
experienced a great feeling of freedom, followed 
by an acute sense of guilt which was reenforced by 
the unfounded accusation of her father that she had 
been partly responsible for the death. Feeling re- 
jected by both father and husband, the patient, with 
the birth of a second child, intensified her somatic 
complaints, became apathetic and helpless, and was 
finally committed to a state hospital. At this time 
she complained of exhaustion, spoke in a whisper, 
announced dramatically that she was dying—in this 
repeating, in part, the pattern of earlier “break- 
downs.” She was diagnosed psychoneurosis, anxiety 
State. 

The patient’s manifest anxiety appears to have 
several sources, which need not be traced in detail, 
the total personality being the chief interest. In the 
main the anxiety roots in the chronic insecurity of 
an extremely dependent person who has consistently 
failed to find stable supports. It was increased by 
some experiences of maturity which were well de- 
signed to generate acute guilt feelings. Another 
source lies in the demands of maintaining a “front”; 
she becomes tense in a situation in which she feels 
she must justify herself as an admirable person. 
Thus she became acutely anxious during a Ror- 
schach administration, for example; she sought re- 
assurance, failed altogether to adjust herself to 
the task, and consequently performed far below her 
potential. A Rorschach record obtained during 
the early period of her hospitalization, and as- 
sumedly under more favorable conditions, repre- 
sented her as “narcissistic and immature,” with 
markings of depression and hysterical trends, but 
without evidence of psychosis. 


DISCUSSION 


The presence, in our second case, of some 


degree of neurotic anxiety, need not affect its 


appraisal as essentially one of growth defect. 
As has often been observed, neurosis is not 
to be seen as an “alien” disturbance pre- 
cipitated in a hitherto and otherwise fully 
adjusted person ; the borderline between per- 
sonality and symptom may vanish, as 
Fenichel observes(1, p. 464). In this in- 
stance the former is simply by far the more 
prominent source of maladjustment. 

Without attempting a definition of normal- 
ity of human social growth, features com- 
mon to several cases studied and which seem 
to be interpretable as deficits in this respect 
may be summarized; for example, (1) A 
high degree of dependency shown in exces- 
sive appeals for tokens of interest, “sym- 
pathy,” or “love.” The most frequent type of 
relationship to others is that of seeking some 
form of supportive expression. (2) Self- 
preoccupation in the sense that the patient is 
totally absorbed in “making his point” with 
others ; there is small intake of the views or 
the expressions of feelings of others except 
insofar as they relate directly to approval, 
acceptance or rejection of the patient him- 
self, “They are not curious about what goes 
on in persons about them’’(2). (3) A marked 
deficit in awareness of the impoverished or 
crippled life-roles they have accepted; the 
“larger view” of maturity is lacking. These 
people appear little frustrated by hospitaliza- 
tion and are mainly concerned with gain- 
ing acceptance within the hospital milieu ; 
the limit of motivation is to “stand in” with 
the personnel, to receive privileges, jobs with 
prestige, etc. 

Hill finds, with respect to the genetics of 
such cases, little that is etiologically specific, 
but suggests, among other possibilities, an 
immature parent, or a mother who reacts 
with overprotection to a basic rejection of 
her child. In our second case strong and 
specific dependency-fostering experiences 
are clear in the prolonged dominance and 
overprotective behavior of the mother. There 
was also evidence of the ambivalent relation- 
ship (dependence vs. hostility) with parents, 
so familiar in the backgrounds of schizo- 
phrenics. One might conjecture that in this 
instance the differential factor for “infanti- 
lism” as against a psychotic or a major neu- 
rotic outcome was the relatively greater 
strength of the dependent needs. Excessive 
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conformity behavior, Gerard suggests, oc- 
curs when the “positive arm of the ambiva- 
lence toward the parent outweighs the nega- 
tive hostility” (3, p. 183). In such cases, we 
may assume, the conflict does not reach the 
intensity requisite for a major illness. The 
individual accepts the dependent role, and his 
anxiety reflects a threatened withdrawal of 
support, or an inadequate support, rather 


than a decision or a drive to cast it off and 
become autonomous. 
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SUPPLEMENT TO PSYCHIATRIC FACILITIES OF CHICAGO 
AND SURROUNDINGS 


FRANCIS J. GERTY, M.D., Crucaco, Iu. 


During the year since a report was ren- 
dered in the Journal (Apr. 1956) on the psy- 
chiatric facilities in Chicago and surround- 
ings, some progress in the extension and 
improvement of these facilities has been 
made, Other facilities are well past the 
initial planning stage. The principal changes 
involve institutions under the control respec- 
tively of the State of Illinois, Cook County, 
and the Boards of two private hospitals— 
St. Luke’s Hospital and Presbyterian Hos- 
pital, which have joined as the Presbyterian- 
St. Luke’s Hospital. 


DEPARTMENT OF PUBLIC WELFARE OF THE 
STATE OF ILLINOIS 


In October, 1956, ground was broken for 
the Illinois State Psychiatric Institute. Con- 
struction is going on actively and the com- 
pletion date is set as October 1, 1958. For 
its construction and equipment the State has 
provided $8,000,000 by allocation from the 
Mental Health Fund. This fund is derived 
from payments made for the care of patients 
in state hospitals. 

The present State Psychopathic Institute, 
the Department of Public Welfare agency 
for training and research activities, will ex- 
ercise the functions it now carries as a part 
of the Illinois State Psychiatric Institute. 
This change in title will not become effective 
until the new building is opened. It will 
then serve as a headquarters for the relation 
of teaching and research to the prevention 
and treatment of mental illnesses in the com- 
munity and in hospitals, under the title of 
State Psychiatric Institute, 

Also in the new building, inpatient and 
outpatient treatment divisions will be con- 
ducted. In the planning of this structure and 
of the relation of its functions to community 
needs, all of the medical colleges and psy- 
chiatric teaching institutions in Chicago have 
been involved. 

The central office for the Psychiatric Re- 
search and Training Authority will be es- 
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tablished here also. This Authority will begin 
its operations July 1, 1957, in other quarters 
pending completion of the building. Its 
functions will be evaluating research and 
training projects proposed by individuals and 
public and private agencies anywhere within 
the State of Illinois and extending continuing 
support to the projects which are found ac- 
ceptable. The total fund available annually 
will be approximately $1,000,000 supplied by 
monies derived from the State Mental Health 
Fund. It is expected that the announcement 
of the appointment of the members of the 
Authority will be made soon, by the Gov- 
ernor of Illinois. 

The residency training program of the 
present State Psychopathic Institute (to be- 
come the State Psychiatric Institute), using 
the Chicago State Hospital as its chief base 
of operations, is now well underway. There 
are 21 residents currently in the program. 


COOK COUNTY PSYCHOPATHIC HOSPITAL 


In order to supplement and improve the 
residency training program of this hospital, 
the terms of affiliation with the newly or- 
ganized Presbyterian-St. Luke’s Hospital, 
involving also the Neuropsychiatric Institute 
of the University of Illinois, have been pre- 
pared. Approval of these terms seems as- 
sured and they should become effective 
within this year. 


PRIVATE HOSPITALS 


One of the most notable events in the 
history of private hospitals in Chicago has 
been the merging of Presbyterian Hospital 
and St. Luke’s Hospital. The name of the 
new hospital is the Presbyterian-St. Luke’s 
Hospital. 

A Board of Trustees has been formed 
under this name. The assets of the two hos- 
pitals have been combined. Construction for 
the provision of additional beds adjoining the 
building of the former Presbyterian Hos- 
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pital is well under way, the superstructure 
having reached the sixth floor of a 13-floor 
building which will accommodate approxi- 
mately goo patients. Each of the combined 
hospitals is continuing to operate in its ac- 
customed location pending completion of 
construction. The psychiatric units of the 
two hospitals, which between them now total 
54 beds, will be combined. They will occupy 
the 12th and 13th floors of the new building, 
with roof garden recreational facilities in 
addition. There will be 72 beds in the new 
unit. The plans for this unit have been 
carefully worked out over a period of many 
months by consultations between members 
of the two staffs and the architectural firm 
of D. H. Burnham and Company. Every 
modern facility will be provided. The psy- 
chiatric outpatient service of the 2 hospitals 
will be expanded, also. 


OTHER COMMENTS 


It was stated in the report last year that 
the Oak Lawn Sanitarium established by 
Dr. Andrew MacFarland at Jacksonville, Hl., 
in 1871, later became the Norbury Sani- 
tarium. This is incorrect, The Oak Lawn 
Sanitarium ceased to exist as a sanitarium 
for mentally ill patients shortly after Dr. 
MacFarland’s death in 1891 and the Norbury 


EMOTIONS 


Now the Stoics would purge the wise man of all strong emotions, as if they were 


Sanitarium was separately founded after 
that date by Dr. Frank G. Norbury. 

It was stated in last year’s report that the 
first psychiatric unit in a private hospital 
in Chicago was that of St. Luke’s Hospital, 
opened in 1938. It should be explained that 
this was the first such unit formally dedi- 
cated and established by an independently 
operating private hospital. Before this date, 
there was a psychiatric unit in connection 
with the Cook County Hospital. It dates 
from 1914, when the present Psychopathic 
Hospital building on the Cook County Hos- 
pital grounds was built. Full medical rela- 
tions with Cook County Hospital were not 
established until 1918. In 1929 the Depart- 
ment of Public Welfare of the State of 
Illinois and the University of Illinois col- 
laborated in planning the Research and Ed- 
ucational hospitals. These hospitals included 
a psychiatric institute of 69 beds under the 
direction of H, Douglas Singer and began to 
receive patients in 1931. In 1935 the 11-bed 
psychiatric unit of the University of Chicago 
Hospitals was opened with Dr. Roy R. 
Grinker, then serving as chairman of the de- 
partment of psychiatry of the University of 
Chicago, in charge. This was the first non- 
state supported medical college hospital in 
the Chicago region with a psychiatric unit. 


diseases; yet these emotions serve not only as a guide and teacher to those who are 
hastening toward the portal of wisdom, but also as a stimulus in all virtuous actions, as 
exhorters to good deeds. Of course that superstoic, Seneca, strongly denies this and strips 
the wise of absolutely every emotion; yet in so doing he leaves something that is not a 
man at all, but rather a new kind of god or sub-god who never existed and never will. 
To put it bluntly, he makes a marble imitation of a man, stupid, and altogether alien to 


every human feeling. 


—ERasSMusS, 
The Praise of Folly 
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CLINICAL NOTES 


NEW STEROID HORMONE TRANQUILIZING AGENT (CETADIOL)' 
FREDERICK LEMERE, M. D.? 


Steroid hormones are known to have defi- 
nite, although variable and as yet ill defined, 
effects on the nervous system. Hans Selye 
(1) has observed that sudden, intense over 
doses of corticoids and related compounds 
produces an initial state of excitation fol- 
lowed by complete anesthesia in animals ; also 
that steroids may effectively combat the ex- 
citation and convulsions produced in animals 
by stimulants such as picrotoxin or metrazol. 

Clinical experience with ACTH and vari- 
ous glucocorticoids (cortisone and predniso- 
lone) has shown that these may produce 
excitement, depression or even psychosis in 
patients. Synthetic steroid hormones have 
been used successfully as surgical anesthesia 
in man(3, 4). The use of another steroid, 
Cetadiol (5-androstene-3 16-diol), by Camp- 
bell and Sleeper(5) in the treatment of 
alcoholic intoxication led to the following 
investigation. 

In this study 76 patients with various psy- 
chiatric disorders were given Cetadiol as 
follows. 

Number 


of 


cases improved 


Alcoholism 
Anxiety Neuroses . 
Depression 
Schizophrenia 

In general, the clinical effect of Cetadiol 
seems to be about the same as that of other 
ataraxics. It usually helped to relieve anx- 
iety and tension but had little or no effect 
on compulsions, phobias or depressions. The 
improvement in the depressed cases was that 
which would have been expected without 
medication, while the schizophrenic patients 
responded better to chlorpromazine. Al- 
though this was a small number of cases, the 


1The Cetadiol used in this investigation was 
kindly supplied by George W. Mast, M.D. of the 
Nepera Chemical Co., Yonkers, N. Y. 

2 From the department of psychiatry, University 
of Washington School of Medicine, Seattle, Wash. 
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results suggest that Cetadiol is an effective 
tranquilizer, and especially helpful in the 
treatment of hospitalized alcoholics. 

The finding of Campbell and Sleeper(5) 
that Cetadiol was of exceptional value in 
sobering alcoholics was confirmed in this 
series of cases. While most of them had 
previously been detoxified in the hospital by 
means of intravenous fluids, vitamins, seda- 
tives and other tranquilizers, almost all pre- 
ferred Cetadiol and requested this medica- 
tion on readmission. One patient who had 
required repeated hospitalization for alco- 
holic intoxication refused to go anywhere 
except where Cetadiol was used. Another 
alcoholic who had always required at least 
3 days of intensive therapy before he could 
eat again was able to retain food within 24 
hours when Cetadiol was administered. 
Several alcoholic patients have requested a 
supply of Cetadiol to take home after sobri- 
ety had been attained. In these cases, Ceta- 
diol has been more effective in relieving 
tension than other commonly used ataraxics 
including meprobamate. 

The dosage of Cetadiol given for tran- 
quilization was usually 50 mgs. given q.i.d. 
The dosage for sobering alcoholics was 75 
mgs. stat followed by 50 mgs. every 2 hours 
until tremor and nausea were relieved, after 
which the amount was gradually reduced. 
No other medication was found necessary in 
these cases. No side effects were observed 
in any of these patients, some of whom re- 
ceived as much as 200 mgs. of Cetadiol a 
day for as long as 2 months. 
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NOTES 


A CLINICAL EVALUATION OF CHLORPROMAZINE 
THERAPY IN CHRONIC SCHIZOPHRENICS 


MAURICE PACHTER, M.D.1 


This study covers 28 months of ex- 
perience with 190 hospitalized chronic 
schizophrenics treated with chlorpromazine. 
Dosages ranged from a minimum of 200 
mgm. to a maximum of 1400 mgm. daily 
with an average of 800 mgm. 

Most of the patients had been hospitalized 
for years and were serious management 
problems because of their belligerent or de- 
structive behavior. They were all male 
veterans. The youngest was 22 years old 
and the oldest 62. One hundred and fifty 
were under 40, 35 were between 40 and 60, 
and 5 older than 60. The shortest duration 


of illness was I year and the longest 37 years. 
Eighty-four cases were between 5 and 10 
years, and 64 between 10 and 15. 


All these patients were given an initial 
dose of 50 mgm. of chlorpromazine 4 times 
daily. This was increased at the rate of 100 
or 200 mgm. weekly until the maximum im- 
provement was obtained. In about 50% of 
the cases the dose could not be increased to 
this level because of complaints of drowsi- 
ness and fatigue. In such cases dosage was 
kept at the limit of the patient’s tolerance. 

When a satisfactory result was obtained, 
the medication was administered for about 3 
more months, and the dose progressively 
decreased and eventually discontinued. If, 
durin'y this stage the patient did not maintain 
his improvement, the dose was increased. 
Thirty patients were still receiving medica- 
tion when this study was completed. No 


1 Franklin D. Roosevelt Veterans Administration 
Hospital, Montrose, N. Y. 


other drug was given with chlorpromazine. 
In all, 89 patients were treated for 6 months 
or less, 68 for periods ranging from 7 to 12 
months, 25 from 13 to 18 months, and 8 
from 19 to 28 months, 

In this series we observed only one com- 
plete remission (0.5%). In 8 patients 
(4.2%) there was a marked improvement 
in behavior. Thinking disorders, delusions 
and hallucinations became much less pro- 
nounced, but did not vanish. In the majority 
of the treated cases (66%), there was im- 
proved behavior; the patients became man- 
ageable but showed very little change in the 
other respects. In 29% of the series there 
was no improvement at all, in spite of strong 
doses and prolonged therapy. 

The catatonic and paranoid groups showed 
the largest percentage of improvement, the 
simple type, the lowest. The best results 
were gained when the patients were in a 
state of agitation or excitement. When de- 
pressive features were marked, no improve- 
ment was noted. 

Among the complications we observed 
were two kinds of disorders which we did 
not find reported in the literature: sinus 
tachycardia not related to chlorpromazine- 
induced hypotension, and urinary retention. 
The first occurred in two patients whose 
cardiovascular system was intact. It disap- 
peared when medication was stopped. The 
second occurred in two patients who had no 
organic disease of the genito-urinary tract; 
once after a week of treatment and once 
after 2 months. It subsided when medication 
was discontinued. 


A SIMPLE TEST FOR THE DETECTION OF CHLORPROMAZINE 
IN URINE 


FRED M. FORREST, M.D.,! ano IRENE S. FORREST, Pu. D.2 


Thousands of hospitalized and ambulant 
patients, particularly in mental hospitals, are 

1 Staff Psychiatrist, V.A. Hospital, Brockton, 
Mass. 

2 Research Chemist, Dept. of Biochemistry, N. Y. 
Medical College. 


on medication with chlorpromazine or re- 
lated tranqu.lizer drugs derived from pheno- 
thiazine.* In view of the fact that many of 
these patients are severely paranoid or other- 
wise difficult to manage, supervision of the 
actual drug intake is frequently difficult. 
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Therefore, a simple urine test, especially for 
the detection of chlorpromazine (Thorazine) 
has been developed: 

To a small volume of urine, for instance 
1 cc., the same volume of a solution contain- 
ing equal parts of 10% sulfuric acid and 5% 
ferric chloride, is added in a test tube which 
is gently shaken to obtain a homogeneous 
mixture. Chlorpromazine intake from daily 
doses of 25 mg. upward is easily detected by 
this test. Doses under 200 mg. produce a 
pale violent color reaction (suitably classified 
as “+” ), while doses of 200 to 600 mg. 
yield definite violet shades (“+ +”), doses of 
600 to 1000 mg. produce dark violet shades 
(“+++”) and doses over 1000 mg. yield 
nontransparent, deep violet, ink-like solutions 
(“++++”"). Absence of color develop- 
ment indicates absence of chlorpromazine 
or related compounds.* Tranquilizers of dif- 
ferent types, not derived from phenothiazine, 
Cif, reserpine, meprobamate, etc. are not de- 
tectable by this test. 

While the test is mainly a qualitative 
means of establishing the presence of chlor- 
promazine, it can also be used to estimate the 
amount of the actual drug intake, according 
to the above color intensity scale. Conclusions 
derived in this way with regard to amounts 
of drug ingested, apply to patients of average 
weight from 150 to 180 lbs. The same 
dosages applied to patients of 200 to 300 Ibs., 
for instance, will produce relatively lighter 
color reactions, and may therefore simulate 


Seg. promazine (Sparine), promethazine (Phe- 
nergan), 10-(N-Methyl-3-piperidylmethy] )—pheno- 
thiazine (Pacatal), 


“CHATTERING HOPES AND ADVICES” 


No mockery in the world is so hollow as the advice showered upon the sick. 


a smaller chlorpromazine intake. Similarly, 
large fluid intake effecting the specific gravity 
of the urine specimens, also modifies the 
intensity of the color.‘ 

The violet color is due to the reaction of 
a relatively unstable chlorpromazine metabo- 
lite with ferric ions in an acid medium. 
Present indications are that this metabolite 
is an intermediary between chlorpromazine 
and its sulphoxide.* It seems to be a very 
reactive and photosensitive compound, and 
the color complex derived therefrom is 
equally unstable. The tests should be evalu- 
ated within 5 minutes after mixing the urine 
with the test solution. The violet colors 
finally turn into reddish shades due to fur- 
ther oxydo-reduction processes. 

The same test results are obtained with 
oral or intramuscular administration of 
chlorpromazine. This drug is very slowly 
eliminated by the body, and small quantities 
thereof have been detected in urine one week 
after administration of a single dose. Conse- 
quently, minute quantities of the drug mani- 
fested by a pale violet color reaction (“+’’) 
may indicate either a recently ingested small 
dosage, or a higher one ingested several days 
before the test. 

The simple test can readily be performed 
by nurses and ward personnel and has proved 
of definite value in the management and 
treatment of psychiatric patients. 


4 A quantitative method is being developed and in- 
vestigations on the chemical nature of the metab- 
olites of chlorpromazine (and related drugs), on 
their action mechanism and resulting clinical im- 
plications, are now in progress. 


It is of 


no use for the sick to say anything, for what the adviser wants is, not to know the truth 
about the state of the patient, but to turn whatever the sick may say to the support of his 
own argument, set forth, it must be repeated, without any inquiry whatever into the pa- 
tient’s real condition. “But it would be impertinent or indecent in me to make such an 
inquiry,” says the adviser. True; and how much more impertinent is it to give your advice 
when you can know nothing about the truth, and admit you could not inquire into it. 


To nurses I say 


these are the visitors who do your patient harm... . 


How little the real sufferings of illness are known or understood. How little does any 
one in good health fancy him or even herself into the life of a sick person. 


—FLoreNce NIGHTINGALE, 
Notes on Nursing, 1859 
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Since the publication of Foster and 
Gayle’s article(1) on the danger of combin- 
ing ECT and reserpine, question has arisen 
over the advisability of concurrent admin- 
istration of ECT and certain ataraxic medi- 
cations(2, 3, 4). The following case is pre- 
sented to illustrate a near fatality which we 
believe derived from such combination and 
the measures used in resuscitation. 


A 55-year-old white female was admitted to the 
hospital with a long history of neurosis with com- 
pulsive features and a recent history of sudden de- 
pression and agitation. She had been treated for 
lues some 23 years previously with heavy metals, 
but had never submitted to adequate follow-up. 
Physical examination on admission was negative, 
but neurological examination revealed unequal and 
poorly reacting pupils, subdued reflexes (especially 
knee jerks), mild Rhomberg, slurring speech on 
test phrases. VDRL and spinal fluid serology were 
positive, although spinal fluid protein, cells, and col- 
loidal gold were negative; other laboratory tests 
were normal. Mental examination revealed mem- 
ory defects, perceptual difficulties and concrete 
thinking together with evidence of a severe psy- 
chotic process with feelings of guilt and depression. 
A diagnosis of chronic brain syndrome associated 
with syphilis of the central nervous system, me- 
ningoencephalitic, was made with the notation that 
the patient was suffering with an extreme depres- 
sion state of general paresis. 

She was placed on massive doses of penicillin 
with meprobamate (800 mg. t.i.d.). Within 2 weeks 
it became apparent that the patient was not re- 
sponding to treatment but was developing full- 
blown paranoid delusions. When, in a neutral situ- 
ation, she suddenly began stuffing hard candy and 
toilet paper down her throat in an attempt at sui- 
cide and was found by the nurse face down on bed, 
cyanotic and choking, camisole restraint was 
ordered and a special nurse assigned. During the 
rest of the day and night, she continually struggled 
free of the camisole and several times tried to 
cram its sleeves down her throat despite the 10 mg. 
of Serpasil which had been given intramuscularly 
in an attempt to sedate her. Because of the genuine- 
ness of her suicidal gestures, and the extreme diffi- 
culty in managing her, a staff decision was made 
to start ECT despite her organic impairment. 

Twenty-two hours after the single injection of 

1 The author is indebted for the helpful advice 
of the Clinical Director, Dr. Jane E. Oltman. 

2From the Fairfield State Hospital, Newtown, 


Conn. 


CASE REPORTS 


NEAR FATALITY WITH COMBINED ECT AND RESERPINE ' 
ROBERT B. BROSS, M.D.2 


reserpine, the first ECT was given with the Reiter 
machine. This procedure went well, the patient 
respiring adequately during the nonconvulsive 
phase. However, when the electrodes were removed, 
she suddenly became apneic. Blood pressure, radial 
pulse, and apical heart beat were unobtainable. Her 
color was ashen and her muscles atonic. Artificial 
respiration was begun, oxygen given, and Coramine 
rapidly injected intravenously at the wrist. When 
7 cc. had been infused, she gave a convulsive gasp 
and began to breathe spontaneously, approximately 
2 minutes from the cessation of ECT. Within 
another 5 minutes, her color was good and she was 
responding to external stimulation. Over the next 
several hours she rallied and her 
much improved. 

However, because of the near fatality, ECT was 
discontinued and the patient placed on ataraxic 
medication again. Within a few days she became 
even worse and a greater suicide hazard. It was 
then decided that ECT offered the only real possi 
bility of recovery from recurrent suicidal impulses. 
Thus, 29 days after her last shock treatment, ECT 
was again instituted. This time no complications 
ensued and the patient improved rapidly in her 
thinking and mood. After 11 treatments and a 
5-week observation period without of re- 
lapsing, she was paroled to her family on visit 
status for a year. She was given meprobamate 
(1,200 mg. at bedtime) to further reduce her re- 
sidual anxiety and now appears to be doing well 
at home. 


mood seemed 


signs 


Earlier in our experience with combined 
ECT and reserpine, we observed delayed 
respiration in several patients. Now it is 
our routine practice to stop reserpine in any 
patient at least 3 or 4 days before com- 
mencing ECT. We believe, that in this case, 
the rapid intravenous injection of Coramine 
was instrumental in reviving the patient and 
we now have 5 cc. of Coramine ready for 
intravenous administration whenever treat- 
ing a patient who has recently received 
reserpine. 
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CORRESPON DENCE 


COLLOQUIUM ON FREUD AND RELIGION 


Editor, Tur AMERICAN JOURNAL OF Psy- 
CHIATRY : 

Six: Dr. Hiram K. Johnson, in his letter 
to the Editor in the November 1956 issue of 
The American Journal of Psychiatry, re- 
ferred to a “testimonial dinner” in honor of 
Sigmund Freud’s centennial on May 6 at the 
Cathedral of St. John the Divine in New 
York City. While we are delighted to have 
the fact that the Cathedral sponsored an 
observance of Freud’s centenary brought to 
the attention of your readers, we are anxious 
to correct certain misstatements by Dr. 
Johnson. 

The occasion was not a testimonial dinner 
but a scholarly colloquium on the theme 
Freud and Religion. Those invited were 
psychiatrists, psychoanalysts, psychologists, 
priests, ministers, and rabbis with interests 


and responsibilities in this field. Papers were 
given by Dr. Will Herberg, Dr. Gregory 
Zilboorg, and Professor J. V. Langmead 
Casserley, representing the fields of social 
philosophy, psychiatry, and theology, respec- 
tively. 


This colloquium could not have been spon- 
sored, as Dr. Johnson states, by the “Ca- 
thedral Psychoanalytic Clinic,” because no 
such agency exists. Psychoanalysis does not 
take place at the Cathedral. There is a Ca- 
thedral Counseling Service which offers 
counseling, including psychotherapy, and re- 
ferral services to people referred from the 
various Episcopal parishes of the Diocese of 
New York and certain community agencies. 

The Freud colloquium was in fact spon- 
sored jointly by the Dean and Chapter of the 
Cathedral and the Cathedral Forum on Re- 
ligion and Psychology. The occasion was 
the result of a conviction on the part of the 
members of these groups that part of the 
general observance of the Freud centennary 
should be a constructive, critical study of the 
relationship of his thought to religion. This 
is hardly the process of beatification that Dr. 
Johnson suggests. 

Rev. Joun D, 
The Cathedral Church 
of St. John The Divine, 
New York City. 


REPLY TO THE FOREGOING 


Editor, THe AMERICAN JouRNAL OF Psy- 
CHIATRY : 


Sir: I am delighted to be in a position 
to answer the Rev. Pyle’s letter since I was 
graciously asked to attend the sessions of 
the Cathedral Forum on Religion and Psy- 
chology, which I did for over a year. During 
these sessions from time to time I also heard 
case material presented by the Cathedral 
Counseling Service. 

The language to which the Rev. Pyle takes 
exception occurs in the November Corre- 
spondence section of the Journal and is as 
follows: 

“Although the process of beatification has been 
suspended in the Anglican Communion since 1523, 
there was a testimonial dinner in honor of Sigmund 
Freud’s Centennial on May 6 last at St. John’s Ca- 
thedral in New York City. This was arranged pre- 
sumably by psychoanalyzed priests in connection 
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with the Cathedral Psychoanalytic Clinic. Thus the 
largest cathedral in the Western Hemisphere pays 
homage to the most influential atheist of the 
twentieth century.” 


Before answering the various points of 
the Rev. Pyle’s letter, it might be worthwhile 
to relate the circumstances which impelled 
me to leave the Forum. It was after the 
capsule presentation of a case of male homo- 
sexuality that had been treated (sorry— 
counseled) in the Counseling Service. The 
clergyman treating the case, the dream inter- 
pretations, mechanisms and general treat- 
ment procedure, I can affirm, were quite com- 
petently controlled along orthodox Freudian 
lines by another member of the cloth who is 
a distinguished member of the American 
Psychoanalytic Society with extensive psy- 
choanalytic experience. 

During the clinical presentation, whilst on 
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the one hand watching the aerial grace of one 
of the flying buttresses which support that 
vast pile, I was also listening intently to a 
description of how the patient had observed 
his father’s anus and testicles as viewed 
from behind at the tender age of five. Al- 
though I was happy to learn that after the 
ventilation of this material the patient was 
dating girls and was hopefully on the road 
to adult genitality, nevertheless several un- 
pleasantly intrusive thoughts forced their 
way into my mind. The first was a convic- 
tion that this sort of thing could have been 
done better across Amsterdam Avenue in 
some physician’s office. There is more to 
pastoral psychiatry than merely doing ortho- 
dox Freudian analysis in a gothic setting. 
I seemed to be witnessing a sort of philo- 
sophical schizophrenia where the business at 
hand was moving along two parallel planes 
that never touched. On the one plane was 
a poorly structured mixture of fatalism, 
atheism, determinism, materialism and 
hedonism—the whole slightly tinged with 
humanism (more of this later), on the other 
level a presumably supernatural, revealed re- 
ligion with quite different ultimate goods and 
values. 

My second query was methodological and 
involved the very nature of the scientific 
method itself. Was this horrendous rear 
view of father’s anus and scrotum the real 
cause of subsequent homosexuality, or was 
it deterministic “as-ifing (in Vaihinger’s 
sense), i.e., was it part of a negative condi- 
tioning technique, was it unpleasantly toned 
personal material being artfully extracted 
and thrown up as road blocks to the patient’s 
homosexual drive. This crucial point has 
been gone into im extenso in the July and 
November issues of the JOURNAL. 

Rev. Pyle affirms that the psychoanalytic 
agape of last May 6 was not a testimonial 
dinner to Sigmund Freud, but a “scholarly 
colloquium on the theme Ireud and Re- 
ligion.” Freud’s attitude towards religion 
is well known and was quite explicitly 
stated in all his writings, Having read the 
Future of an Illusion one wonders what 
exactly could be the basis of a “scholarly 
colloquium.” To be sure there is a religion 
implicit in Freud’s system and writings. 
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Again we will describe this as a compound 
of fatalism, atheism, determinism, material- 
ism and hedonism, (conf. the July issue of 
this JourRNAL). 

“Cathedral Psychoanalytic Clinic.” Here 
the language is not mine but that of Webster 
and the Encyclopedia Lrittanica. For psy- 
choanalysis is officially the orthodox ap- 
proach of Sigmund Freud and none other. 
During my experience with the Counseling 
Service I must affirm that I never saw any 
other approach used. 

“Beatification.” The language here may 
have been somewhat in left field but perhaps 
not too far. Canonization in the early days 
of the Church was the result of a local, popu- 
lar cultus and was marked by a spontaneous 
and enthusiastic movement amongst true be- 
lievers. In my personal opinion and from 
my knowledge of the participants, last May’s 
scholarly colloquium to the Great Man had 
similar roots. In technical theological lan- 
guage, although the enthusiasm (sincere, un- 
critical and heartfelt) has not quite reached 
latria, it is approaching doulia. 

The basic trouble of course, is the plight 
of extreme liberal Protestantism. Having 
lost its positive impulse it is left with only 
its astringent, dour, negative characteristics. 
It has become a sort of society for the pre- 
vention of Michelangelo, Bernini, gaity and 
civilized table wine drinking. Understand- 
ably it is desperately clutching at psycho- 
analysis—un fortunately the 1935 variety, the 
only variety to be found in the American 
scene, But here something very odd is hap- 
pening. As liberal Protestantism is moving 
away from the religious experience into secu- 
lar negative conditioning techniques, present 
day (1.2., European ) psychoanalysis is oc- 
cupying the religious area which has been 
abandoned in Protestant cultures. 

Possibly some clarification is needed, First 
of all there must be a distinction between ex- 
istential anxiety and the pathological anxiety 
which was the province of the older, now 
outmoded psychoanalytic schools. Existential 
anxiety is the proper province of the re- 
ligionist, An existential anxiety will never 
be dealt with affirmatively as long as the 
various “counseling services,” “body and 
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mind clinics,” etc., are mere fronts for ortho- 
dox Freudian psychoanalysis. 

Possibly this is the proper place to make 
one more plea for a closer acquaintance with 
such clinical existentialists as Trueb, Blum, 
Boss and notably Binswanger and Frankl in 


[:ditor, Tut AMERICAN JouRNAL oF Psy- 
CHIATRY 

Sir: In the November 1956 issue of the 
JouRNAc there are two case reports of gastro- 
intestinal hemorrhage as a complication of 
reserpine administration. At the end of the 
article the author mentions “The fact that 
both patients had undergone a lobotomy pro- 
cedure is of interest but is considered prob- 
ably coincidental.” 


i:ditor, Tuk AMERICAN JOURNAL oF Psy- 
CHIATRY : 


Sir: In one of the cases reported, the 
lobotomy was done 6 years before the ad- 
ministration of reserpine. In the second 
case over one year had elapsed, so probably 
neither instance would fit the picture of a 
Cushing’s ulcer. 

The reference Dr. Stellner mentions de- 
scribes 3 cases with recurrent peptic ulcer 
that were subjected to procainization of the 
frontal lobe in an apparently successful at- 
tempt to remove the “cortical” component 
of the “corticovisceral” complex postulated 


Editor, Tut AMERICAN JOURNAL OF Psy- 
CHIATRY : 


Six: The editors of The American Journal 
of Psychiatry are to be applauded for the 
publication of Dr. Hiram Johnson’s erudite 
article, “l’sychoanalysis Some Critical Com- 
ments” (July 1956), and Dr. Percival 
Bailey’s thought-provoking Academic Lec- 
ture, “The Great Psychiatric Revolution” 
(Nov. 1965). 

In our day a curious attitude of noli me 
tangere has developed concerning psycho- 
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RESERPINE AND LOBOTOMY 


REPLY TO THE FOREGOING 


REAPPRAISAL OF PSYCHOANALYSIS 


Europe, and of Hulbeck and Hora in this 
country. 
Hiram K. Jounson, M.D., 
Assistant Director, Clinical, 
Rockland State Hospital, 
Orangeburg, New York. 


I am wondering if it really is coincidental 
or could the same process be at play here 
that exists in the Cushing ulcer (gastric ulcer 
following cerebral trauma)? On page 537, 
of the Year Book of Neurology and Psy- 
chiatry 1955-56, is an interesting abstract 
by two French investigators. 
Howarp A. M.D., 
Fort Wayne, Ind. 


by the authors as the cause of peptic ulcer. 
Our two patients, having already undergone 
a removal of the “cortical” component, 
should therefore have been relatively resist- 
ant to the development of an ulcer. 
However, results of animal experiments 
indicate that reserpine increases gastric acid- 
ity by the action of humoral (or “visceral” ) 
elements, rather than through neurogenic 
stimulation, and I believe the 2 cases we re- 
ported perhaps represent a degree of clinical 
confirmation of this finding. 
Jean M. Swain, M.D., 
Agnew, Calif. 


analysis. As in Andersen’s fairy tale, The 
Emperor's New Clothes, there is an implica- 
tion that anyone who cannot see the mag- 
nificent invisible garments is stupid or hos- 
tile. Of course, no such thing is true, and it 
is a healthy sign of progress that from time 
to time a courageous voice proclaims, “The 
Emperor has no clothes!” 

That such voices are heard within the 
purview of psychiatry itself is a wholesome 
indication that our fledgeling specialty recog- 
nizes its responsibilities and is capable of 
policing itself. Criticism of psychoanalysis 
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does not imply hostility toward its principles 
anymore than criticism of a play denotes 
hostility toward the theatre. Most psychi- 
atrists would like to retain its best features 
while discarding its worst. 

Greatly impressed at first with what I had 
been taught about psychoanalysis, and proud 
of my “dynamic orientation,” I have in re- 
cent years become more and more disillu- 
sioned. It has appeared increasingly evident 
to me through rather close contact with the 
modus operandi of several psychoanalysts 
and as a result of treating previously psycho- 
analyzed patients that one is dealing not with 
a rational form of therapy, but with a highly- 
speculative philosophy born of the messianic 
zeal and personal idiosyncrasies of a master- 
mind, and promulgated by his chauvinistic 
disciples. Far from being based upon an 
objective and impartial evaluation of “free 
associations,” psychoanalysis seems to be es- 
sentially a package-deal slanted from the 
beginning in a particular direction by the 
practictioner who has been similarly pre- 
conditioned by his own analysis to follow a 
prescribed party-line. 

That psychoanalysis has pervaded our 
present society to such a sacrosanct degree 
merely illustrates the proclivity of the hu- 
man mind, especially in times of severe 
stress, to turn toward the magnetic and the 
mystical, the esoteric and bizarre. 

However, if psychoanalysis has fallen 
short of the mark as a practical and effective 
form of therapy, one must at least admit that 
it has acted as a potent catalyst in stimulating 
present-day interest in problems of the mind. 
This interest should not be permitted to be- 
come fixed and sterile. If pyschoanalysis is 
to achieve an honored and permanent niche 
in Medicine, some of the following long- 
overdue modifications are indicated: 

1. More emphasis should be placed on 
therapy rather than theory. 

2. Effective means should be sought for 
shortening therapy and reducing its cost. 

3. Better criteria should be established for 
changing, curtailing, or ending treatment. 
4. Less emphasis should be placed upon 
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such “unconscious” themes as infantile sex- 
uality, Oedipus complex, castration complex, 
latent homosexuality, and similar revelations 
that tend to be psychologically and spiritually 
degrading. 

5. The continuation of psychoanalysis as 
an exclusive cult should be abolished. Psy- 
choanalytic institutes should not operate 
separately from universities and medical 
schools, but should be closely integrated with 
other branches of medicine in research, 
teaching, and practice. 

6. No one but a licensed physician should 
be permitted to practice psychoanalysis. 

7. Statistical data should be collected as 
accurately as possible and made available 
to the medical profession at large. 

8. Psychoanalysis should preferably not 
function as a specialty within a specialty, 
but should, in modified form, be integrated 
into the general psychiatric armamentarium. 

g. The psychoanalyst should emerge from 
his ivory tower and identify himself with 
medicine as a whole. He should, as other 
doctors do, participate in hospital staff activi- 
ties, report cases, attend medical meetings, 
call other psychiatrists in consultation, be 
willing to make emergency house calls, pre- 
scribe medication, and do a physical or neuro- 
logical examination when indicated. 

Actually, the issue is quite simple. Either 
the psychoanalyst is a physician or he is not 
a physician. If he is a physician, he ought 
to behave like one in all respects. If he is 
not a physician, he should, in all conscience, 
divorce his cult from the profession of medi- 
cine, and renounce further claim to the 
coveted title, M. D., which has lent so much 
prestige, dignity, and implied sanction to his 
methods while receiving so little loyalty in 
return. 

It seems to me that some such safeguards 
and attitudes are mandatory if we are once 
again to equate psychoanalysis with common 
sense, and if brain-washing is to give way 
to mind-healing. 

STANLEY R. Dean, M.D., 
Stamford, Conn. 
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PRESIDENT’S PAGE 


In his valedictory upon the close of the 
87th year of continuous publication of this 
Journal in 1931, Doctor Edward N. Brush, 
the retiring editor, recounted some of its 
background history and noted among other 
things that it could be “numbered among the 
oldest medical periodicals.” In his narrative 
there also appears the name of one Farrar 
for whose early training in psychiatry Brush 
claimed some credit. The young man’s name 
had been in evidence on the mast head of 
the Journal as an Associate Editor since 
1927, but now he was to guide its destinies as 
Iditor, Neither Brush, nor Farrar, nor any 
of their associates could possibly have en- 
visioned the extent of the changes which 
were to mark the advancement of psychiatry 
within the next quarter century. 

Just as the young man in question came 
on the stage, quietly and without fanfare, so 
too did he play his new part. Brush ap- 
parently did not feel the need to eulogize or 
explain him in superlatives; he simply re- 
ferred to him as “an old and valued hospital 
assistant and laboratory worker.”” Under the 
dedicated guidance of the new Editor, the 
Journal was eventually to undergo the period 
of its greatest expansion and the knowledge 
that he was at the helm during this time was 
to be a comfort to the officers and Council of 
the Association. They had learned that, de- 
spite occasional disagreement by some with 
editorial policy, the Journal would appear on 
time and there would be no question as to its 
quality. 

The path of the Journal was not always an 
even one. Begun by Amariah Brigham in 
July of 1844, the first few numbers were 
prepared entirely by him and subsequent ones 
appeared with the assistance of the officers of 


the Utica Asylum. Doctor Brigham was not 
particularly robust and in the fall of 1846 he 
wrote to Pliny Earle: “I am getting old and 
averse to labor and cannot, I think, take 
charge of the Journal of Insanity another 
year.” At the time he wrote this letter he had 
not quite completed his forty-eighth year! 

Then, too, there was the time in 1894 when 
it appeared that the New York State Lunacy 
Commission “of pronounced bureaucratic 
tendencies” threatened to take control of the 
Journal—“to its undoubted detriment.” For- 
tunately, however, it was sold “with its sub- 
scription list and good will” to the Associa- 
tion, In 1921 the American Medico-Psycho- 
logical Association changed its name to The 
American Psychiatric Association and the 
American Journal of Insanity became the 
American Journal of Psychiatry. Published 
bi-monthly, instead of a quarterly, beginning 
in 1927, it became a monthly publication in 
1947. 

The history of the Journal in the past 25 
years is thoroughly intertwined with the his- 
tory of its distinguished Editor. Conserva- 
tive, cautious, dignified and literate, it has 
heen as sound and as careful in the minds of 
our colleagues as that famous institution on 
Threadneedle Street. Like the latter institu- 
tion, its circumspection has not always been 
appreciated by some, but its solidity and its 
integrity have never been questioned. 

A grateful Association in this festschrift 
pays tribute to a quiet, dependable, capable, 
cultured gentleman who has rendered an in- 
valuable service to American Psychiatry. In 
honoring him on his silver anniversary we 
say to him with affection: Ad Multos Annos. 


Francis J. Bracetanp, M.D. 
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My friendship with Dr. Farrar began October 1, 1900, when he began his 
duties as clinical assistant at the Sheppard-Pratt Hospital, Towson, Maryland, 
where I was an assistant physician, living in one of the main buildings with my 
wife and young daughter. As our sitting room was on the way to the adjoining 
staff dining room it became a pleasant habit for him and any others of the 
junior staff to stop on their way to late dinner to have a manhattan with us. 

In 1902 he went abroad to study in Heidelberg with Kraepelin and later to 
Paris and London. On his return to Sheppard two years later he was appointed 
director of the laboratory, taking the place of Dr. Stewart Paton who had 
gone abroad for study in Naples. Somewhat later Dr. Farrar was also ap- 
pointed assistant physician and embarked on more clinical study. 

One result of his trip abroad was his adoption of a plastron type vest that 
buttons on the side; a style which he wears to this day. 

Together we began research on the possible diminution of cortical cells in a 
case of dementia praecox, before that name was abandoned in favor of schizo- 
phrenia. This research was discontinued partly because of lack of time and 
partly because of some discouragement from Dr. Adolf Meyer. 

We also abstracted from the French, Dr. J. Christian’s paper on dementia 
praecox. This was published in the American Journal of Insanity (68: 215, 
1901). Some of my renditions of the French language gave him much 
merriment. 

During the years Dr. Farrar and I have kept up our friendship insofar as 
we are able. We correspond quite regularly, and meet on visits or at meetings. 

During Dr. Edward N. Brush’s editorship of the JourNAL I assisted in cer- 
tain editorial duties in his absence and had charge of the Half-Yearly Sum- 
mary for several years until it was discontinued. On Dr. Brush’s retirement in 
1931, Dr. Farrar was appointed editor and I with others continued on the edi- 
torial board. 

While at Sheppard Dr. Farrar became interested in the study of art and 
gave a course of lectures on the subject to patients as a part of the recreation 
program of which I had charge. 

Having enjoyed more than 55 years of friendship with Dr. Farrar, I am 
glad to pay tribute to him as possessing, among other good qualities, wisdom, 
learning, tact, common sense, and a sense of humor. He has the faculty of 
making friends and retaining their respect and admiration. My immediate 
family has for him an affectionate regard which I also share. I hope that 
this tribute from those who have worked with him, and tried to share some of 
his burdens, will give him pleasure, even if it bruises his modesty. 


W. R. Dunton, Jr., M. D. 
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I built up a tremendous admiration for Dr. Farrar before I had the privilege 
of knowing him personally. I served as assistant physician at the New Jersey 
State Hospital at Trenton in 1920. Dr. Farrar had served as a staff member 
several years previously and I used his case histories as models. They were 
the best-organized and most complete neuropsychiatric case studies I have ever 
seen. There was real psychodynamic understanding of the issues involved in 
the more serious personality illnesses. He was a past-master at interviewing 
psychotherapy, at chronological listing of dynamic events, and the development 
of real relativeness with the patient. I had always looked upon him as an 
outstanding clinician, teacher, and therapist. Since I have known him more 
closely, these feelings have been fully substantiated. 

I recall with great pleasure visiting tae University of Toronto and the 
Toronto Psychiatric Hospital which he was directing, when I served as direc- 
tor of the division of psychiatric education for the National Committee for 
Mental Hygiene in the appraisal made in 1931 and 1932 of the status of psy- 
chiatric education. He was most helpful in these studies and many of his sug- 
gestions were endorsed by the advisory committee in charge. An outstanding 
teacher, both to undergraduate and graduate students, Dr. Farrar ran a model 
university clinic, and all of the therapies, including forerunners of present-day 
group therapy, were in use in his hospital. He likewise established an excellent 
liaison between the departments within the medical school. 

An outstanding editor, Dr. Farrar has never accepted an honorarium. But 
he has gained the real honorarium: the respect and admiration of all members 
of The American Psychiatric Association for the many challenges he has met, 
and for a job well done. 

FRANKLIN G. Esaucu, M.D. 


I have always considered Dr. Farrar a scholar and a modest and 
friendly gentleman ; in short, an ideal editor who does not get into controversies 
and always has “the soft answer that turneth away wrath.” 


STANLEY Coss, M. D. 


Dr. Farrar succeeded my appointment at Trenton State Hospital. There he 
was known as a keen diagnostician, expert clinician, and excellent leader, pa- 
tient and sympathetic with the efforts of others. His staff associates were pro- 
foundly impressed by his activities. . . . . As editor, he discusses all develop- 


ments with his associates on the Board, to which he has attracted many able men. 


A cultured gentleman and bibliophile, he has an extensive medical and general 
scientific library. 
C, Sanpy, M. D. 
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On June 4, 1931, Edward N. Brush, after 27 years’ service as editor-in- 
chief of the JouRNAL, predicted for his successor, whose modesty he empha- 
sized, ‘‘an editorial career which will enhance the reputation of the JouURNAL and 
of which his friends will have occasion to speak with gratification and pride.” 

Even a man as modest as C.B.I. could not have failed to notice the fond 
admiration which has come to him for many years and from many sources. 
A part of it, to be sure, is based on the appreciation of his editorial activities 
conducted with competence, skill, and hard work. Recognition has come to 
him, besides, for his contributions as a clinician, a teacher, and a participant in 
all that is valid and substantial in the development of psychiatry. 

Still, all of this does not quite give a true picture of the stature of the man. 
Those fortunate to know him through personal contact have marveled at his 
encyclopedic erudition, his profound honesty, the clarity of his thinking, and 
the nobility of his spirit. Luckily, he has inadvertently provided a telling testi- 
monial to which I should like to call the attention of the readers of the JOURNAL. 

Since 1931, when he took over the editorship, Dr. Farrar has somehow 
found the time to publish 172 book reviews. He alone knows how he was able 
to do all the reading and writing in addition to his manifold obligations. The 
reviews cover books in English, German (9), French (5), Spanish (2), Italian 
(1), and Portuguese (1). 

It pays to set aside a few weekends to reread those reviews. From them 
emerges the impression of a man imbued with the respect for the inner and 
outer freedom of man, an understanding and therefore never inimical disdain 
of sham and mystifying obfuscation, a keen sense of historical perspective and, 
above all, an empathic fondness for his fellow men. This is done in a literary 
style which occasionally blossoms out in quotable aphoristic gems. I may be 
allowed to put down a few selected at random: 

“Tt is inevitable in the eternal questing of the human mind that from time to 
time authorities are set up; and it is the task of those who come after to deter- 
mine whether such authorities shall continue to hold sway.”’ 

“The present is but a geometrical point in the flow of time. Iragmentarily 
we know the past, and naught else, and all science is but the record of things 
done. If we believe all nature and all life to be continual, and that the indi- 
vidual cannot live in social isolation, then it follows that he cannot thrive in 
the isolation of the present; and how often has it been said that the shoulders 
of the ancients afford the proper vantage point for the scientific perspective of 
the workers of today.” 

“A dictionary always is, or should be, a fascinating book to read. Word 
symbols and the meanings and unmeanings attached to them are indices of the 
vagaries of the human mind.” 

“The insurmountable stumbling block in metaphysics is the nebulous con- 
cept of a soul.” 

“The tendency to moralize . . . is dangerous . . . and the unbiased ob- 
server will not attach religious connotation to physiological and psychological 


” 
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“All may not share the same pet hobbies and theories.” 

“While a considerable number of people conduct their lives apparently quite 
satisfactorily without consciously practicing any religion, those who habitually 
disregard the fundamental tenets of mental hygiene . . . are headed for future 
punishment, not in the next world but in this.” 

“One must have a considerable measure of hardihood, or rashness, or some- 
thing to perform a psychological post-mortem 68 years after the death of the 
victim (Carlyle) ; even more to interpret arbitrarily his findings; and more 
still to publish his interpretations.” 

“When one tries to force into the arena of science a concept from the outer- 
worldly sphere, one cannot safely disregard the test question over the gateway: 
What is the evidence ?” 

“Faith healing cannot avoid the passivity of the subject, his own inadequacy 
and dependence; whereas psychotherapy should stress the active role of the 
patient in his own treatment and endeavor to build up his own self-sufficiency.” 

These are but a few samples. They illustrate the gentle outspokenness de- 
rived from the honest convictions of a free man—free from the shackles of any 
kind of dogma accepted in blind faith, free from the superciliousness of those 
whose gobbledygookish verbiage presents itself as omniscience, but also free 
from hostile condemnation of those who have the need for dogma or obscur- 
antism. 

No wonder that Dr. Farrar has the respect, admiration, and affection of his 
friends. 


Leo KANNER, M. D. 


Dr. Clarence B. Farrar, in his long service as editor of the JourNAL, has 
brought a wide outlook into his work for The American Psychiatric Associa- 
tion. Truly American, with training and practice in both the United States and 
Canada,-he has studied in Heidelberg, Paris, and London, has five languages to 
his credit, and membership in foreign societies. 

His personal qualities of fine taste, sensitiveness, professional integrity, and 
impeccable editorial standards have been foremost in placing and maintaining 
THE AMERICAN JOURNAL OF PsyCHIATRY in the eminent position it holds 
today. 

LAuREN H. M.D. 


I was an associate editor of Tue AMERICAN JOURNAL OF PsyCHIATRY 
when Dr. Farrar was made editor, and it has been my privilege and pleasure to 
work with him throughout his editorship. He has developed Tue AMERICAN 
JouRNAL oF PsycHIATRY working against many difficulties which are not 
known to most members of the Association. 
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During the war and for a period following, there was a shortage of paper, 
and long delays which made it impossible to get the JouRNAL out on time. 
Dr. Farrar dealt with this and similar difficulties in the same understanding, 
unruffled manner. He always consulted the associate editors about any change 
in policy and in choice of any persons to be recommended to the Council for the 
editorial board. 

He has always been on the most friendly terms with the associate editors and, 
when some of us have been a little delinquent in sending in material, he has 
never nagged or scolded. In a most understanding manner, he has urged us 
to keep up to date in our responsibilities. 

I am very happy, therefore, to add my tribute to those of many others and 
to congratulate Dr. Farrar on the very fine manner in which he has edited THE 
AMERICAN JOURNAL oF Psycutatry, and dealt with those of us who have 


worked with him. 


Kari M. Bowman, 


I first met Dr. Farrer in 1919, when he was being considered for the director- 
ship of the psychiatric division of the then War Risk Insurance Bureau (now 
Veterans Administration). We have been good friends since. 

He assumed the editorship at a time when new points of view were being 
developed; for example, child guidance and psychiatric social services, and 
greater public awareness of the significance of mental illness and the needs of 
its victims. I can image that in the early days he was beset by some to publish 
articles snared from the cloudland of theory, but he stayed on his feet through 
this confusion and has become, in my opinion, one of the very good critical 
medical editors in the country—and among the best in the world. In spite of 
the financial struggle through which the JouURNAL and the Association passed, he 
persisted, and has built the JouRNAL into a well-balanced organ with no special 
favors to any particular point of view. 

It is a pleasure to look upon him as a friend. At many annual meetings we 
have indulged our mutual interest in visiting the art galleries of the respective 
convention cities. Neither of us has been impressed favorably by the species of 
art known in some quarters as “Mona Liza’s Moustache” and in others as “con- 
temporary art.” We have arrived at the more or less mutual agreement that it 
is a spontaneous endeavor to express objectively an individual hypnogogic ex- 
perience about which the individual artist knows all or little, but which no others 
understand. 

A good amateur art critic, like John Ruskin and others, he greatly admires 
the paintings of Joseph M. Turner, an English painter of the early nineteenth 
century whose work embraces the whole range of landscape art. He also ad- 
mires Murillo, a seventeenth-century Spanish painter, whose most popular sub- 
jects are street children, but who painted legendary and religious subjects as 


well. 
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We two amateur critics have, from time to time, expressed our mutual likes 
and dislikes in the field of art. As for music, he has no respect for the dissonant 
resonances of so-called contemporary music. He has remarked on occasion 
that it represents decadent tastes. 

Our sojourns through American art museums have been but a sidelight to 
the annual meetings, but are visits to which we both look forward as part of the 
annual mecting of the Association. 

Wa ter L. Treapway, M. D. 


I wish to pay tribute to our beloved editor, Clarence B. Farrar. In deference 
to his personal modesty, I choose praise not to his person, but to his work, 
in which his high personal qualities are memorably expressed. 

When I pick up a new copy of the AMERICAN JOURNAL or Psycuiatry, | 
seldom lay it aside without a quick look in the back pages (the book review 
section) for the initials C.B.F. When I find them I mark that review for 
quiet and thoughtful reading, for 1 am sure that it will provide a rewarding 
experience. 

In the careful and courteous effort to grasp an author’s meaning and pur- 
pose; in the respect shown for context and background, but with forthright 
interpretation and thoughtful comment; in the charm and delicacy of phrase, 
yet with vigor and clarity of expression—in these manifestations of the integ- 
rity of mind and heart of our editor one finds refreshment of spirit in a strident 
and clamorous age of excessive assertiveness. 

It is good to be reminded thereby of the humanism inherent in our profession. 


It is good to have at the head of our editorial board one who is a gracious 
exemplar of such qualities, 


Joun C. Wuirenorn, M. D. 


It has always been a great personal pleasure, as well as a lesson in serenity, 
to be associated with Dr. Farrar as one of his associate editors. I always have 
a feeling that he making “deliberate speed,” in the sense that I am sure was in 
the minds of the Chief Justices when they coined that phrase recently. He 
never pushes; but leads, always gentle in his reminders of our many delin- 
quencies. . . . . He gives me a feeling that God's in his Heaven and all is well 
with the world. I admire him as a gentleman, scholar, good statesman, and 
devoted A.P.A. member and official. 


S. Sparrorp AcKerLy, M.D. 


CB, as he is widely and affectionately known, was born in Cattaraugus, 
N. Y., Nov. 27, 1874. The facts that he was born in N. Y., educated at Har- 
vard (A. B., ’96) and Johns Hopkins (M. D., ’00), came as a surprise to me 
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when they were first read some years ago. He had always been identified with 
Canada and Canadian psychiatry in my mind. This is not surprising, since he 
was in Canada by 1916, following service at Sheppard-Pratt Hospital (00-'02 
and ‘o4-’12); two years abroad, principally at Heidelberg (‘o2-'04); and 
Trenton State Hospital (13-16). He has held several positions during his 
40 years in Canada, the most important of which was as director of the 
Toronto Psychiatric Hospital, ’25-'47. He continues to hold consultant ap- 
pointments. He belongs to numerous societies and clubs, which demonstrate 
his wide range of interests, literary and artistic as well as scientific. 

My first personal contact with CB was in 1931, when he was assuming his 
present post as editor of our JoURNAL, the eighth man to hold that position 
in the 113 years of Association existence. We discussed many of the issues 
involved in editing and manufacturing a journal of this type. They are actually 
more numerous and more complex than the reader with no editorial experience 
may suspect. 

My first impressions of CB still obtain. A quiet, self-contained, scholarly 
gentleman, a clear thinker, well aware of his goals, with a flexible, inquiring 
mind. This is combined with that tactful tenacity which produces results. 

Certainly CB has needed all these qualities to make of the JoURNAL the out- 
standing success which it is. There was a time when all the papers from the 
annual meeting and many others could be published. Then the Association had 
fewer than a thousand members. A newcomer in the field, such as myself, 
had no trouble in having papers accepted by the then editor, Dr. Edward N. 

rush (who served for 27 years from 1904). It is my impression that scientific 
writers during my early days were, on the average, better trained in the presen- 
tation of their data and conclusions than is true today. However, this impres- 
sion may be related to the point that there were fewer writers then than now. 

In any case, CB has had the difficult task of choosing from a plethora of 
papers those which would be most effective for the readers. When CB began, 
26 years ago, the JoURNAL had a circulation of about 2,400, by comparison 
with some 12,000 at present. Association membership now accounts for some- 
what more than 9,000 (by comparison with 3,600 in 1945). These points are 
brought out to emphasize the fact that the editor may not choose papers just 
for the members, but must bear in mind the subscribers as well. 

With these and a myriad other details, CB has shown outstanding talent. 
His utilization of the editorial board is remarkable in my experience. He 
leads and does not drive; divides responsibility to the benefit of all. His ques- 
tions regarding an editorial comment are searching, stimulating, and show his 
well-rounded grasp of the extraordinary developments of psychiatry into many 
related, extramural fields. The sensitivity to all areas in which psychiatry plays 
a part, or is the whole, is truly remarkable. 

To me, CB is one of the three or four best editors in the country. Long 
may his banner fly at the masthead of Tur American JOURNAL oF Psycuta- 
try. Greetings and saluations to the Dean of Editors. 

Lawson G. Lowrey, M.D. 
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History has shown that the advance of science is due largely to the efforts 
of those who undertake the dissemination of information to their colleagues. 
Through our journals, we in medicine function not as isolated individuals 


but as an integrated whole. This is a task that requires the best efforts of the 
best men that our science and education can produce. A constant vigil must 
be maintained to guarantee that only work of the highest professional, ethical, 
and scientific calibre is communicated to those in the field. The leaders who 
hold this responsibility must subserve their own individual values and biases 
to the needs of science. 

We, in psychiatry, have been fortunate in having such a man; possessing 
not only the necessary qualifications of a scientific editor but wisely temporizing 
them with good and human judgment. For twenty-five years, unselfishly, and 
constantly placing the needs of our Association above his own, Dr. Farrar 
has served us. This can be but a small acknowledgment to the friend, coun- 
selor, and leader that Dr. Farrar has been to us for the past quarter century. 


Titus H. Harris, M. D. 


In January, 1931, the then current editor of THe AMERICAN JOURNAL OF 
Psycuratry, Dr. Edward N. Brush, resigned and Dr. Clarence Bb. Farrar of 
Toronto, Canada, succeeded him. It was only shortly after this that I, myself, 
began my job with the Association, and so it might be said that both Dr. Farrar 
and I began our respective careers together. 

Since the founding of the American Jornal of Insanity in November, 1844, 
to the present, there have been only eight editors, but this list includes some 
of the most outstanding members of the Association who have left a permanent 
mark on the history of psychiatry. 

When Dr. Farrar assumed the duties and heavy responsibilities of Editor 
in 1931 we had only 1,393 members and it had taken many years for the Asso- 
ciation to grow to this point. But from 1931 on, it was destined to grow 
rapidly. Psychiatry not only expanded greatly in its numbers, but it broadened 
into new areas of service such as private practice, research, and industrial psy- 
chiatry. New techniques also came into being such as psychoanalysis, insulin 
and electroshock therapy. 

The fact that Dr. Farrar was able to guide the JourNAL safely through 
these new channels was in itself a great tribute to his leadership; but, more 
than that, he and his editorial board were able to expand the prestige of 
psychiatry to a significant degree through the instrumentation of the JOURNAL. 

In addition to A.P.A. members, the JouRNAL has approximately 2,500 sub- 
scribers and it is now reaching nearly every country in the world! The 
development of this present international interest can be properly credited to 
Dr. Farrar’s foresight and efforts, due to the fact that he has regularly pub- 
lished news items from various countries and he has also been constantly 
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carrying on many personal correspondences throughout the years with the 
specific aim of achieving this. 

I hope that every member is aware that all of our editors have been vol- 
untary workers who have given frecly of their time, their intelligence and their 
services, and who have made personal, financial sacrifices in order to do so! 
That any individual should have been willing to give twenty-five years of such 
extraordinary, dedicated service to any Association is a most remarkable con- 
tribution to the Association and to the whole field of psychiatry. 

It has been my privilege, as business manager of the JouRNAL, to have 
worked very closely with Dr. Farrar during these past years, and throughout 
this time I have always found him uncompromisingly anxious to maintain the 
high standards and high principles. In my opinion, and I believe most will 
agree, THE AMERICAN JOURNAL OF Psycuiarry has far more than adequately 
reflected these same attributes for psychiatry. 

AustTIN M. Davies, Pu. B., 
Business Manager. 


Dr. Farrar is no autocrat at the editor’s desk, but one of the most consid- 
erate and non-directive chiefs any proofreader or galley slave could hope to 
work for. A careful reader, he has perused every manuscipt submitted to the 
JouRNAL in the past 25 years. In correspondence with authors he is helpful 
and courteous ; in controversial matters he is a diplomat par excellence, patiently 
soft pedalling the harsh notes of extremists and pruning the insidious verbiage 
which plagues psychiatric terminology. 

Dr. Farrar has one of the finest private libraries in Toronto. He goes down- 
town “booking”’ several times a week, and punches the time clock at the JouURNAL 
office every day. His reflections, as he watches the traffic pour down St. Clair 
Avenue in the late afternoon, are on a par with the choice filler quotations that 
line the bottom pages of the JourNAL. “There they all go,”’ he muses, “down 
in the morning and up at night like automatons. I used to do it every day 
myself and what for? What are we all waiting for?” “Maybe we are Waiting 
For Godot,” quips the junior amanuensis who reads modern drama during 
lunch hour. “Well....,” C. B. replies with slow, studied, whimsey, “We 

ANNE CarnwatTh, B. A., 
Editorial Office. 


One of the most rewarding experiences in life is to enjoy your work and 
have the privilege of close association with men who are leaders in their field 
of endeavor. For many years, including the years that Dr. Farrar has served 
as editor of the JouRNAL, we have printed this publication, working together 
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with the editor and his able staff. Our admiration and respect for Dr. Farrar 
has always inspired our best efforts. We welcome this opportunity to express 
our appreciation of his friendship, and cooperation. 
DonaLp H. Reeve, 
NeELLI£ ATKINSON SHAWE, 
Lord Baltimore Press. 


Clarence 3. Farrar retired as professor and head of the department of 
psychiatry, University of Toronto, and director of the Toronto Psychiatric 
Hospital in June 1947, and was appointed professor emeritus. The fortunate 
who were initiated into psychiatry under his guidance cherish rich memories 
of his scholarship and wisdom. 

Dr. Farrar, of asthenic build and abstemious habits, conveys an initial impres- 
sion of shyness soon dispelled after a moment’s conversation. His gift for 
placing a person at ease reveals a warm, understanding heart capable of great 
loyalty. As students, we were continuously impressed by his insistence on 
factual verification of the historical background; his artful skill in interview- 
ing patients at teaching conferences; and his summarization and treatment 
planning, couched in simple, precise language. 

At the Toronto Psychiatric Hospital, one of the early institutions of its kind 
on the continent, Dr. Farrar pioneered postgraduate psychiatric education in 
Canada. Because of his broad approach, he devoted his energies to the train- 
ing of psychiatrists; and nursing, occupational therapy, psychology, etc., also 
profited from his endeavours. His many interests were a great asset in bring- 
ing the anthropologist, sociologist, geneticist, lawyer and philosopher to 
“Saturday Morning” seminars. The biological and physiological aspects were 
not overlooked. It was Dr. Farrar’s inspiration that prompted Sir Frederick 
Banting to undertake a joint research study of schizophrenia and the role of 
insulin in the treatment of mental illness. The first electroencephalogram in 
Canada was installed at the Toronto Psychiatric Hospital due to Dr. Farrar’s 
efforts, and the first Canadian leucotomy was instituted under him, after pains- 
taking consultation with Drs. Harvey Cushing and Walter Freeman. 

To a scholar with such wide interests, retirement came easily, giving 
Dr. Farrar time to enjoy and further expand his horizons. During the first year 
of his “new freedom,” besides devoting much time to editorial work and writ- 
ing, he found opportunity to renew acquaintance with Greek and Roman classics 
in the original, and to reread the historical plays of Shakespeare with parallel 
study of their contemporary history. 

Dr. Farrar’s library is second to none among the local medical profession, 
covering art, religion, astronomy, medicine and literary classics. He is a col- 
lector of pictures, oriental rugs, and photographs of famous medical men. In 
recent years, as a “worshipper” of Osler, he has accumulated much Osleriana. 

Friends find welcome in his home—evenings of pleasant talk, wise counsel 
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and good fellowship never to be forgotten. The body is refreshed, the spirit 
uplifted, as if something from this man, his books, his contentment, infused 


one’s very being. 


Mary V. Jackson, M.D., 
Joun G. Dewan, M.D., 
Toronto Psychiatric Hospital. 


MELANCHOLY 


No worst, there is none. Pitched past pitch of grief, 
More pangs will, schooled at forepangs, wilder wring. 

Comforter, where, where is your comforting ? 

Mary, mother of us, where is your relief? 

My cries heave, herds-long ; huddle in a main, a chief 

Woe, world-sorrow; on an age-old anvil wince and sing— 

Then lull, then leave off. Fury hath shrieked, ‘No lingering! 

Let me be fell: force I must be brief!’ 

O the mind, mind has mountains; cliffs of fall 

Frightful, sheer, no-man-fathomed. Hold them cheap 

May who ne’er hung there. Nor does long our small 

Durance deal with that steep or deep. Here! creep, 

Wretch, under a comfort serves in a whirlwind: all 

Life death does end and each day dies with sleep. 

—Geratp MANLEY Horkins 


THE STATUE OF MELANCHOLIA 


Titanic from her high throne in the north, 
That City’s somber Patroness and Queen, 

In bronze sublimity she gazes forth 
Over her Capital of teen and threne, 

Over the river with its isles and bridges, 

The marsh and moorland, to the stern rock-ridges, 
Confronting them with a coeval mien. 


The moving moon and stars from east to west 

Circle before her in the sea of air; 
Shadows and gleams glide round her solemn rest, 

Her subjects often gaze up to her there; 
The strong to drink new strength of iron endurance, 
The weak new terrors; all, renewed assurance 

And confirmation of the old despair. 

—JAMES THOMSON 

(The City of Dreadful Night) 
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DEPRESSION INDUCED BY RAUWOLFIA COMPOUNDS 


lor the past two years (December 1954- 
December 1956) there have been about 8 
well-documented reports in the literature of 
depressions occuring in hypertensive cases 
treated with Rauwolfia Serpentina or its 
derivatives. In spite of this, the 21-page bro- 
chure of a well-known pharmaceutical manu- 
facturer, in referring to the use of this drug, 
stated (August 1955) in three lines, “a very 
few patients have developed moderate to 
severe depression after long-term therapy, 
with return to normal after withdrawal of 
therapy.” 

An analysis of the reports as well as un- 
reported experiences of the average alert 
psychiatrist will reveal that the occurence of 
depression may run from 7% to 20%. These 
depressions in many instances are associated 
with profound suicidal drives and there are 
both reported and unreported deaths— 
usually in cases of unrecognized depression 
induced by the Rauwolfia compounds. In the 
majority of cases reported, as well as those 
observed by the writer, which have not been 
reported, the patients do not return to normal 
after withdrawal of the drug. Electrocon- 
vulsive therapy has been effective in terminat- 
ing the illness in most instances. 

It is, therefore, obvious that misinforma- 
tion disseminated to the entire medical pro- 
fession for the promotion of a useful drug 
may produce considerable morbidity and 
mortality even after the side-effects of such 
drugs are well publicized to the profession. 

In one report (Kline, Barsa, Gosline) the 
authors discuss the management of the side- 
effects of reserpine and combined reserpine— 
chlorpromazine treatment, listing 25 physical 
and 12 psychological side-effects, or a total 
of 37 side-effects. They noted 3 psychologi- 
cal effects as: anhedonia, depression, and 
suicide. It is significant that a drug with so 
many side-effects has been so widely used. 

A perusal of the case reports for char- 
acteristics of the depressions strongly sug- 
gest, as Litin, Faucett, and Achor delineate, 
that: “the patients exhibited typical depres- 
sions which were indistinguishable from the 
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usual depressions. One of the earliest symp- 
toms was the altered sleep pattern of the 
depressive, namely early awakening with 
inability or great difficulty in getting started 
in the morning. They complained of a heavy 
feeling with periods of ‘feeling blue’ and 
‘down in the dumps.’ ” 

The specific action of the drug per se is 
not the cause of the depression or other 
psychotic manifestations which have been en- 
countered in the use of the Rauwolfia Com- 
pounds. The drug seems to exert a fairly 
constant physiological effect, but in its action 
as a “deinhibitor” the supression of anger 
in the hypertensive patient is removed, or 
changes in the capacity for interpersonal re- 
lations occur, thus inducing the need for 
new psychological defenses. “The depression 
serves as an effective defence against the ex- 
pression of unacceptable angry feelings,” ac- 
cording to Litin, et al. 

The widespread use of these drugs in both 
the fields of internal medicine and psychiatry 
emphasizes the need for informing all physi- 
cians, especially psychiatrists of the clear 
cut dangers, despite the acceptance of these 
compounds as being worthwhile and useful in 
the management of vascular hypertension, 
as well as in the management of some psy- 
chiatric problems. How to avoid this unde- 
sirable side-effects to reduce its frequency, 
without condemning the use of the drug will 
remain a problem for current research to 
solve. In the interim, psychiatrists are now, 
and will be in the future, confronted with 
the recognition and treatment of the rela- 
tively new entity of drug induced depresison. 
This means the administration of convulsive 
therapy in the large majority of such cases, 
if prolonged morbidity and/or self destruc- 
tion are to be avoided. The overall con- 
clusion regarding this complication poses 
ihe interesting perennial question: is the 
promiscuous use of a remedy for the treat- 
ment of symptoms justified, instead of the 
treatment of the whole patient? 
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THe Emm CENTENNIAL 
MEETING ON THE EpipeMIoLocy or MEN- 
TAL Disorper.—Emil Kraepelin was born 
February 15, 1856, in Neu-Strelitz, the 
capital of the grandduchy of Mecklenburg- 
Strelitz. To commemorate the centennial of 
his birth, a symposium of the epidemiology 
of mental disorder was held in connection 
with the annual convention of the American 
Association for the Advancement of Science 
in New York City, December 27-28, 1956. 
The program was arranged by Dr. Benjamin 
Pasamanick for the committee on research of 
The American Psychiatric Association and 
the symposium was also co-sponsored by the 
American Public Health Association. 

The meeting opened with a memorial lec- 
ture by Dr. Eugen Kahn, Baylor University, 
a former member of Kraepelin’s staff. His 
fascinating discussion was devoted to a re- 
view of Kraepelin’s research and teaching in 
the context of his life, flavored with many 
personal comments and interpretations based 
on intimate knowledge of the great psychi- 
atric pioneer. The remainder of the first 
day was spent in the presentation and critical 
discussion of 5 papers in the epidemiology 
of mental health and disease. 

Drs. Mangus and Dager, Ohio State Uni- 
versity, read a paper on “Factors Related to 
Personality Change During the Second Dec- 
ade in the Lives of Young People” which 
detailed the findings on changes in the levels 
of mental health among public school stu- 
dents first seen in 1946 and then again in 
1955 in a midwest county, using a structured 
personality inventory. The second paper on 
“The Relations of Schizophrenia to the So- 
cial Structure of a Small City” by Drs. 
Clausen and Cohn of the National Institute 
of Mental Health, reported the findings on 
social status of schizophrenics pre- and post- 
hospitalization in Hagerstown, Md. 

Drs, Wiechl, Barry and Tompkins, of the 
Milbank Memorial Fund, spoke on “Com- 
plications of Pregnancy Among Prenatal 
Patients Reporting Previous Nervous IIl- 
ness” reporting the findings of increased 
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complications of pregnancy and delivery in 
some groups of patients who had had pre- 
vious nervousness or mental illness. Drs. 
Zubin, Burdock, Sutton and Cheek, Bio- 
metrics Research Division of the New York 
State Department of Mental Hygiene, read 
a paper on “Epidemiological Aspects of 
Prognosis in Mental Illness,” which was de- 
voted to studies on the relationship of a 
number of behavior traits and psychiatric 
symptoms as related to outcome of illness. 
Drs. Wilner and Walkley, Johns Hopkins 
University, spoke on “The Housing Environ- 
ment and Mental Health,” discussing the 
methodology and findings of a controlled ex- 
perimental study of the influence of rehous- 
ing on adjustment in a large sample of 
families in an eastern city. 

The second day’s session was opened by 
Drs. Srole and Langner, Cornell University, 
with a paper on “Treated and Untreated 
Mental Disorders in the Metropolis,” and in 
addition to a review of the prevalence of 
mental disorder in midtown New York, it 
gave their findings on the relatively low in- 
cidence of therapy which these patients re- 
ceive. Dr. Pasamanick, Ohio State, Roberts, 
National Association for Crippled Children 
and Adults, Lemkau, Johns Hopkins, and 
Krueger, Columbia University, gave the sec- 
ond paper on prevalence by economic status 
and race in “A Survey of Mental Disorder 
in an Urban Population.” It gave the find- 
ings of the Chronic Disease Commission 
study of Baltimore as far as income and 
color groupings were concerned, Dr. Mac- 
millan spoke on “A Survey Technique for 
Estimating the Prevalence of Psychoneu- 
rotic and Related Types of Disorders in 
Communities,” and discussed the reliability 
and validation of a new survey method 
developed in the Canadian epidemiologic 
surveys of mental disorder. 

Drs. Rainer and Kallmann, New York 
State Psychiatric Institute, presented a paper 
on “The Genetic and Demographic Aspects 
of Disordered Behavior Patterns in a Deaf 
Population,” describing the preliminary find- 
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ings and methodology of a study of mental 
illness in the deaf population of New York 
State. Drs. Knobloch and Pasamanick read 
a paper on “The Distribution of Intellectual 
Potential in an Infant Population,” in which 
they described the much smaller range of 
adaptive behavioral functioning during in- 
fancy as contrasted to the much broader 
range later in childhood, and which they 
attribute to environmental factors taking 
their effect with time rather than genetic 
factors. The last paper presented by Drs. 
McCaffrey, Downing and Rogot of the Syra- 
cuse Community Mental Health Research 
Unit, “An Investigation of Seasonal Varia- 
tion of Mental Hospitalization for Old Age 
Psychoses,” offered a series of hypotheses 
to account for the finding of seasonal dif- 
ferences in hospitalization of elderly indi- 
viduals. 

It was peculiarly appropriate that the 
centennial of Emil Kraepelin’s birth be com- 
memorated by a symposium on the epidemi- 
ology of mental disorder, since the categor- 
ization of mental illness in which Kraepelin 
played so important a role laid the founda- 
tion for epidemiologic studies. This field of 
investigation, a relatively new one, was rep- 
resented by a large proportion of its prac- 
titioners at this exceedingly stimulating and 
interesting symposium. It is expected that 
the proceedings will be published in one of 
the symposium volumes of the American 
Association for the Advancement of Science. 

BENJAMIN PASAMANICK, M.D. 

INTERNATIONAL Group THerApy Con- 
GRESS.—The Second International Congress 
of Group Psychotherapy will meet in Zurich, 
Switzerland, August 29-31, 1957, immedi- 
ately preceding the Second International 
Congress of Psychiatry. Officers of the Con- 
gress are: president, J. L. Moreno, U.S.A.; 
program chairman, S. Lebovici, Paris, For 
further information write: Dr. W. J. 
Warner, 812 Stuart Avenue, Mamaroneck, 
N. Y. 

New Jersey Neuro-Psycuiarric INsti- 
TruTe.—The Frederick H. Allen Building at 
the New Jersey Neuro-Psychiatric Institute, 
Princeton, N. J., was officially dedicated 
February 27, 1957. The Honerable Lloyd 


B. Westcott, president of the State Board of 
Control of the department of institutions and 
agencies, and Mrs. William T. Campbell, 
president of the board of managers at the 
Neuro-Psychiatric Institute, spoke at the 
dedication ceremony. George E. Gardner, 
M. D., director of the Judge Baker Guidance 
Center, Boston, and professor of child psy- 
chiatry at Harvard University, delivered the 
principal address. 

The building is named in honor of Fred- 
erick H. Allen, M. D., who served as director 
of the Philadelphia Child Guidance Clinic 
for 30 years, until his retirement in 1956. 
He is also a past president of the American 
Orthopsychiatric Association, the American 
Association of Psychiatric Clinics for Chil- 
dren, the International Association of Child 
Psychiatry, and the Pennsylvania Psychiatric 
Society. Dr. Allen received the Bok award 
in 1949. At present, he is psychiatric con- 
sultant to the board of education of the public 
schools of Philadelphia. 

The Allen Building will accommodate over 
100 patients in the children’s unit at the 
Institute, who are presently housed in two 
older buildings. The director of the unit, 
Isobel P. Rigg, M.D., also states that the 
division of the building into separate wings 
will enable the staff to group the children 
according to age, sex, and diagnostic cate- 
gory. 

RorscHacH SemMiNars, UNIVERSITY OF 
Cuicaco.—The department of psychology, 
University of Chicago, arinounces that Dr. 
S. J. Beck will conduct his 21st annual work- 
shops in the Rorschach test, in the summer 
of 1957. The first workshop, July 8-12, will 
be devoted to the basic processes of the test 
and related problems. Principally, these are 
scoring techniques and methods for organiz- 
ing separate data into whole personality con- 
structs. The second, July 15-19, will deal 
with advanced clinical interpretation focus- 
ing on two varieties of cases: the ego in 
acute (benign) reactions in adults; and con- 
ceptual and perceptual distortions as mani- 
fested by schizophrenic children. Both these 
personality disorders will be demonstrated 
from Rorschach test pictures as obtained 
from patients in these 2 clinical groups. 

For information write: Department of 


me 


1957] NEWS AND NOTES | 


Psychology, University of Chicago, Chicago 
37, 


ANNUAL SCHERING Awarp For MEDICAL 
STuUDENTS.—Further to the announcement 
of this award in the December 1956, issue 
of the Journal, we are now informed by the 
award committee that ‘medical students sub- 
mitting papers for the competition have 
shown a clear preference for the topic, “Re- 
cent Advances in the Biochemical Aspects 
and Treatment of Mental Disease.” To 
date, the papers dealing with this subject are 
almost double those submitted on both cardi- 
ology and eye disorders, the other two sub- 
jects for the 1957 competition, 

Dr. R. Richard McCormick, chairman of 
the committee, has also announced that the 
deadline for entry forms for the contest has 
been extended to March 15, 1957, and that 
all the manuscripts must be submitted by 
June 30, 1957. The address of the Schering 
Award Committee is 60 Orange Street, 
Bloomfield, N. J. 


Dr. Kietn Heaps Peoria State Hos- 
PITAL.— The appointment of Dr. Ernest S. 
Klein who, during the past 3 years has been 
assistant superintendent of the Elgin state 
hospital, to the superintendency of the Peoria 
(IIl.) state hospital took effect February 1, 
1957: 

Dr. Klein is a graduate of the University 
of Illinois College of Medicine, and since 
1937 has served on the staff of a number of 
institutions in the Illinois state service. From 
1942 to 1946, Dr. Klein was in military 
service, and was commanding officer and 
chief psychiatrist at the Fort Leavenworth 
disciplinary barracks. He had also been 
superintendent of Kankakee state hospital. 
Dr. Klein is a diplomate of the American 
Board of Psychiatry and Neurology, and is 
certified as a Mental Hospital Administrator. 


Ernstein or Mepicine Pro- 
GRAM IN Group Process.—The department 
of psychiatry, Albert Einstein College of 
Medicine, has set up a program for the 
study of group process in psychiatry. This 
study will be conducted in connection with 
medical student education and_ resident’s 
training. Two fellowships in group process 


will be available July 1, 1957, for psychia- 
trists who have completed residency train- 
ing. For further information write: Dr. 
Harris B. Peck, Bronx Municipal Hospital 
Center, Pelham Parkway South & FEast- 
chester Rd., Bronx 61, N. Y. 


V. A. Hosprrat, Lyons, N. J., INsti- 
TUTE IN PsycHIATRY AND NeUROLOGY.— 
The 7th annual Institute at Lyons, N. J., is 
sponsored by the Veterans Administration, 
the New Jersey Neuropsychiatric Associa- 
tion, and the New Jersey District Branch of 
the A.P.A. It will be held at the hospital 
April 3, 1957. The morning session will con- 
sider the topics: 1. psychotherapy in schizo- 
phrenics; 2. tranquilizing drugs; 3. group 
psychotherapy with psychotics, The after- 
noon session will also deal with the psychi- 
atric hospital as a mental health center and 
with psychiatric therapies. 

Speakers will include Dr, Freida Fromm- 
Reichmann, Dr. Nathan S. Kline, Dr. Hugh 
Mullan, Dr. Harry C. Solomon, and Dr, Paul 
Hoch. Guest speaker at the dinner in the 
evening is Dr. Benjamin Karpman, 

LANKENAU HospitaL EXPANSION PRro- 
GRAM.—President Alfred Putnam of Lan- 
kenau Hospital, Philadelphia, announces the 
long term expansion program constituting a 
40 million dollar project and which will re- 
quire a considerable period for its comple- 
tion. Many new services would be included 
to make the hospital as complete a health 
center as possible. 


Excerrta Mepica to Review Sovier 
LiTeRATURE.— The U. S. public health serv- 
ice, in co-operation with Excerpta Medica, 
is providing for an extensive review of 
Soviet medical litreature in all its branches. 
To meet the costs of this large undertaking, 
the Surgeon General of the public health 
service has approved substantial grants to the 
Excerpta Medica Foundation. Soviet medi- 
cal literature has hitherto been largely inac- 
cessible to Western readers. By the present 
arrangement, it is proposed that authentic 
abstracts of the most important material will 
be published by Excerpta Medica as two 
separate volumes during 1957, titled respec- 
tively, Basic Medical Sciences and Clinical 
Medicine. 
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NATIONAL Leacug ror Nursinc Con- 
VENTION.—The National League for Nurs- 
ing annual convention will be held in Chi- 
cago, May 6-10, 1957. The activities of the 
Psychiatric and Mental Health Advisory 
Service of the N.L.N. at this convention will 
include the presentation of films dealing with 
psychiatric problems and program meetings 
featuring discussions of problems related to 
psychiatric nursing. On Tuesday, May 7, 
Dr. Edward Stainbrook, Los Angeles, will 
deliver an address, “Human Behavior in the 
Social System of the Hospital.” The follow- 
ing day, Major William H. Mayer, Army 
Medical School, will lecture on “Commu- 
nists’ Indoctrination Techniques.” 


Dr. Davin Wirs Dirs.—Word has been 

received of the death of Dr. David Wies, 
saltimore, Md., on January 19, 1957. Dr. 
Wies was a specialist in child psychiatry, 
and served for many years as a teacher and 
consultant in state and municipal institutions 
in Maryland. 

Born in Malden, Mass., Dr. Wies gradu- 
ated from Harvard in 1931, and from Tufts 
University School of Medicine in 1935. He 
became a diplomate of the American Board 
of Neurology and Psychiatry in 1942. 


Famity Nicutr at Nesraska Psycui- 
atric INstiruTeE.—The Nebraska Psychi- 
atric Institute recently held a family night 
for all its employees and their families. The 
program was designed to point out the im- 
portance of the contribution of every staff 
member of the hospital in the successful 


treatment of mental patients. The evening 
consisted of an “open house” for the benefit 
of those who had never toured the building, 
and a formal program held in the Institute 
auditorium. 


DorotHy HutTcHINSON Liprary FuNb. 
—The New York School of Social Work, 
Columbia University, has established a li- 
brary fund in memory of the late Dorothy 
Hutchinson, former professor of child wel- 
fare. The fund will be used to establish a 
special collection of readings in the field of 
child welfare. A bronze plaque marks the 
shelves where the Hutchinson collection is to 
be located, 


Dr. Marc H. AppoinTep 
Director or Syracuse PsycHoraTHic.— 
Dr. Mare H. Hollender has been appointed 
director of Syracuse Psychopathic Hospital, 
to succeed Dr. Richard F. Binzley. Dr. 
Binzley was named assistant commissioner 
of the department of mental hygiene in 1954. 

Dr. Hollender is a graduate of the Uni- 
versity of Illinois College of Medicine, and 
the Illinois Neuropsychiatric Institute. He 
is a Fellow of the A.P.A. 


Correction.—In the article, Seizures and 
the Menstrual Cycle, in the February issue 
of the Journal, a footnote erroneously stated 
that this work was done at Yale University. 
It should have read, at Boston University 
School of Medicine. 

The name at the bottom of the filler titled, 
Communication, in the January issue of the 
Journal, should have read George Sarton. 
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THE RESPONSIBILITIES OF THE MEDICAL PROFESSION IN THE 
USE OF X-RAYS AND OTHER IONIZING RADIATION 


Statement by the United Nations Scientific Committee on the Effects of 
Atomic Radiation 


1. The United Nations General Assembly, being aware of the problems in public 
health that are created by the development of atomic energy, established a Scien- 
tific Committee on the Effects of Atomic Radiation. This Committee has considered 
that one of its most urgent tasks was to collect as much information as possible on 
the amount of radiation to which man is exposed today, and on the effects of this 
radiation. Since it has become evident that radiation due to diagnostic radiology 
and to radio-therapy constitutes a substantial proportion of the total radiation re- 
ceived by the human race, the Committee considers it desirable to draw attention 
to information that has been obtained on this subject. 

2. Modern medicine has contributed to the control of many diseases and has sub- 
stantially prolonged the span of human life. These results have depended in part 
on the use of radiation in the detection, diagnosis and treatment of disease. There 
are, however, few examples of scientific progress that are not attended by some 
disadvantages, however slight. It is desirable therefore to review objectively the 
possible present or future consequences of increased irradiation of populations 
which result from these medical applications of radiation. 

3. It is now accepted that the irradiation of human beings, and particularly of 
their germinal tissues, has certain undesirable effects. While many of the somatic 
effects of radiation may be reversible, germinal irradiation normally has an irre- 
versible and therefore cumulative effect. Any irradiation of the germinal tissues, 
however slight, thus involves genetic damage which may be small but is neverthe- 
less real. For somatic effects there may however be thresholds for any irreversible 
effects, although if so these thresholds may well be low. 

4. The information so far available indicates that the human race is subjected 
to natural radiation,’ as well as to artificial radiation due to its medical applications, 
to atomic industry and its effluents and to the radioactive fall-out from nuclear ex- 
plosions. The Committee is aware of the potential hazards that such radiation 
involves, and it is collecting and examining information on these subjects. 

5. The amount of radiation received by the population for medical purposes is 
now, in certain countries, the main source of artificial radiation and is probably 
about equal to that from all natural sources. Moreover, since it is given on medi- 
cal advice, the medical profession exercises responsibility in its use. 

6. The Committee appreciates fully the importance and value of the correct 
medical use of radiation, both in the diagnosis of a large number of conditions, in 
the treatment of many such diseases as cancer, in the early mass detection of condi- 
tions such as pulmonary tuberculosis, and in the extension of medical knowledge. 
7. Moreover, it appreciates fully the contribution of the radiological profession, 


1 The radiation due to natural sources has been estimated to cause between 70 and 170 millirem 
of irradiation to the gonads per annum in most parts of certain countries in which it has been 
studied, although higher values are found locally in some areas. See the reports “The hazards 
to man of nuclear and allied radiations” published by the United Kingdom Medical Research 
Council in June 1956, in which also the millirem is defined; and from information submitted to 


the Committee. 
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through the International Commission on Radiological Protection * in recommend- 
ing maximum permissible levels of irradiation. As regards those whose occupation 
exposes them to radiation, the establishment of these levels depends on the view 
that there are doses which, according to present knowledge, do not cause any ap- 
preciable body injury in the irradiated individual ; and also on the consideration that 
the number of people concerned is sufficiently small for the genetic repercussions 
upon the population as a whole to be slight. Whenever exposure of the whole popu- 
lation is involved, however, it is considered prudent to limit the dose of radiation re- 
ceived by germinal tissue from all artificial sources to an amount of the order of that 
received from the natural background radiation. 

8. It appears most important therefore that medical irradiations of any form 
should be restricted to those which are of value and importance, either in investi- 
gation or in treatment, so that the irradiation of the population may be minimized 
without any impairment of the efficient medical use of radiation. 

g. The Committee is consequently anxious to receive information through ap- 
propriate governmental channels as to the methods and the extent by which such 
economy in the medical use of radiation can be achieved, both by avoiding exami- 
nations which are not clearly indicated and by decreasing the exposure to radia- 
tion during examinations, particularly if the gonads, or the foetus during pregnancy 
lie in the direct beam of radiation. It seeks, in particular, to obtain information as 
to the reduction in radiation of the population which might be achieved by improve- 
ments in instrument design by fuller training of personnel, by local shielding of the 
gonads, by choosing appropriately between radiography and fluoroscopy, and by 
better administrative arrangements to avoid any unnecessary repetition of identical 
examinations. 

10. The Committee also seeks the co-operation of the medical profession to make 
possible an estimate of the total radiation received by the germinal tissue of the 
population before and during the child-bearing age. It considers it to be essential 
that standardized methods of measurement, of types at present available, should 
be widely used to obtain this information and it emphasizes the value of adequate 
records, maintained by those using radiation medically, by the dental profession, 
and by the responsible organizations in allowing such radiation exposure to be 
evaluated. The Committee is convinced that information of this type will make it 
possible to decrease the total medical irradiation of the population while preserving 
and increasing the true value of the medical uses of radiation. 


2 See the report of the International Commission on Radiological Protection (published in 
the British Journal of Radiology—Supp. 6, of December 1954—in the Journal francais d’electro- 
radiologie—No. 10, of October 1955—etc. and revised in 1956). 


WORDS 


Every word we speak is the medal of a dead thought or feeling, struck in the die of 
some human experience, worn smooth by innumerable contacts and always transferred 
warm from one to another. By words we share the common consciousness of the race, 
which has shaped itself in these symbols. By music we reach those special states of con- 
sciousness which, being without “form”, cannot be shaped with the mosaics of the vo- 
cabulary. The language of the eyes runs deeper into the personal nature, but it is purely 
individual and perishes in the expression. If we consider them all as growing out of 
consciousness as their root, language is the leaf and music is the flower, but where the 
eyes meet and search each other, it is the uncovering of the blanched stem through which 
the whole life runs but has never taken color or form from the sunlight. 

—Onxiver Ho_mes 
(Elsie Venner) 
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Asciepiapes. His Life and Writing. By Robert 
Montraville Green, M. D. (New Haven: Eliza- 
beth Licht Publisher. 1955. $6.00.) 

The name Asclepiades is a patronymie, signifying 
an assumed relationship with Asclepios, the Greek 
god of healing and son of Apollo. The subject of 
the present biography was the last of 40 or more 
Greek physicians bearing this name, and in the 
opinion of the editor, the most important link be- 
tween Hippocrates and Galen. He practiced in 
Rome in the time of Cicero and achieved consider- 
able fame. 

The book is in two parts. The first is a life of 
Asclepieades by anatomist Antonio Cocchi (1695- 
1758) of Florence, newly translated by Dr. Green, 
Emeritus Professor of Anatomy of Harvard whose 
death in 1955 preceded publication of this work. 

The second part contains fragments from the 
writings of Asclepiades collected by Christian 
Gottlieb Gumpert and published by him in Weimar 
in 1794. The only known copy of this work is in 
the Surgeon-General’s Library in Washington and 
from it this present translation by Dr. Green was 
made. 

The timeliness of the publication together of these 
two items is indicated by the fact that it is now 
116 years since the last preceding book on 
Asclepiades, Des Asclepiades von Bithynien Gesund- 
heitevorschriftem, appeared. 

Despite the “invidious detraction” of Pliny’s state- 
ment, when Asclepiades set up his practice in Rome, 
Cocchi remarks: “In the testimonies of the 27 
authors who have mentioned him, there is not 
found made a single reproof of his actions or man- 
ners; but, if there are combined the minute and 
scattered, though imperfect, notices which are 
given of him, he cannot be denied the praise of hav- 
ing been sagacious, valurous, temperate, truthful, 
just, and merciful.” 

Asclepiades, “perhaps more than others, con- 
sidered man, in his bodily operations, subject to 
physical laws, and thus introduced philosophical 
theory into the medical art... he deduced the 
origin of human thoughts from sensations alone, 
rejecting the hypothesis of innate ideas, which have 
also been excluded forever by the sovereign master 
[John Locke] of modern metaphysics.” 

That Asclepiades held a leading place among the 
physicians of Rome seems apparent. “Probably his 
disciples, followers, and pupils were many, since 
it is found that the best known physicians who 
flourished in the three or four generations after 
him were all of his school.” 

Gumpert’s estimation of Asclepiades corresponds 
with that of Cocchi. Born in Bithynia in Asia 
Minor, Asclepiades dwelt for a time in Athens and 
then proceded to Rome “where, until extreme old 
age and death, he practiced his art adorned with 
immense praise and rejoicing in good success.” 
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Of the writings of Asclepiades only fragments 
have been preserved. Dr. Green presents these as 
they were collected by Gumpert. Asclepiades based 
his doctrine on that of Epicurus and Democritus. 
The mind-soul-spirit which gives life, motion and 
sensation to the body is composed of atoms which 
are “carried into the body by respiration and wander 
through the entire body.” 

Asclepiades reacted against the great multiplicity 
of drugs in use in his time: “and since almost all 
medicines injure the stomach, and are evil juices, 
he rather transferred all his own treatment to the 
regime of living itself.” Among the measures he 
advocated: exercise, massage, baths (“use of baths 
by the Romans became so celebrated that they lived 
in them a greater part of the day”), transportation 
(especially by boat), hanging couches (“by whose 
swaying he either mitigated diseases or allured 
sleep”), the selective prescription of wine, music in 
mental cases. He gives attention to a considerable 
number of diseases, among them “phrenitis” and 
“lethargy.” The duty of the physician, says 
Asclepiades, is to cure disease safely, quickly, and 
happily. 


Tue Turee or Oscar Edited by 
H. Montgomery Hyde. (New York: Uni- 
versity Books, 1956. $5.00.) 


This book was first printed in England in 1948. 
The present edition is the first American. It is one 
in the series, “Notable Bri ‘sh Trials,” and espe- 
cially noteworthy because of the prominence of the 
principals and the character of the issues involved. 
It is said that more books have been written about 
Oscar Wilde than about any other author of recent 
times. His plays of social criticism and raillery 
hold a unique place in English literature. Who can 
forgot The Importance of Being Earnest written 
in the year of his tragic downfall ? 

In this volume will be found the verbatim tran- 
scripts—with an occasional paraphrase aesthetically 
motivated—of the three trials of Oscar Wilde. In 
the first Wilde appeared as the plaintiff accusing 
the Marquess of Queensberry, “an eccentric and 
pugnacious peer,” of criminal libel having regard 
to Wilde’s alleged homosexual proclivities. Queens- 
berry’s action had been such that Wilde was left 
with no alternative but to prosecute him. This trial 
resulted in the acquittal of the defendent. But the 
evidence produced bore heavily on the question of 
Wilde’s inversion and at the instance of Oueens- 
berry legal wheels were promptly set in motion to 
prosecute him on that charge. The trial resulted in 
disagreement. In the final trial which followed 
almost immediately he was convicted and sentenced 
to two years’ imprisonment at hard labor. 

He served his full prison term, much of it solitary 
in his silent cell, When on release, a bankrupt, he 
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sought sanctuary for a period of recuperation in a 
Koman Catholic Seminary, he was refused admis- 
sion. Being an outcast in his own country he went 
straightway into exile in France with the help of 
remaining friends. Not satisfied with having ruined 
Wilde, Queensberry hired detectives to shadow him 
in his retreat in Normandy and report any irregu- 
larities. And irregularities there were—absinthe 
and his former kind of associates. Three years 
after his release from prison Oscar Wilde died 
wretchedly, aged 46, a victim of his life-long enemy 

his own personality. His recompense came post- 
humously, his plays live and are still played and 
the Ballad of Reading Gaol, written in exile, main- 
tains his rank as a poet. 

The value of this book, aside from the full tran- 
script of the trials, is in the introduction of nearly 
100 pages by the editor. It gives an account not 
only of all the principal actors in the tragi-comedy 
of the trials, before during and after their court 
experience, but also the sequence of details of the 
court transactions themselves without the wordiness 
of the literal transcripts. It also supplies a running 
commentary to give completeness and continuity to 
the record. 

The succession of events during and following 
these court actions of 60 years ago seems from the 
viewpoint of today almost incredible. Homosexual- 
ity in the 1890's was a despicable crime—nothing 
less, and considerably more. When after Wilde’s 
arrest bail was applied for the Magistrate (Sir 
John Bridge) gave expression to his righteous in- 
dignation: “J think there is no worse crime than that 
with which the prisoners are charged”— worse ever 
apparently in the Magistrate’s view than murder 
or rape. This attitude, supercharged with venom 
and vindictiveness, was shared not alone by the 
Marquess of Queensberry but by the contemporary 
press and the public. It was all the more remarkable 
in the fact that only nine years before Wilde was 
put on trial the crime he was convicted of was no 
crime at all, either in England or other European 
countries. Before January 1, 1886, acts of indecency 
committed in public or tending to the corruption 
of youth had been punishable by the common law ; 
but the law took no account of familiarities rated 
as indecent occurring between grown men in 
private. On the above date came into effect section 
11 of the Criminal Law Amendment Act, 1885. 
Section 11, the brain-child of Mr. Labouchere, to 
whose name the credit or blame for the ruin of 
Oscar Wilde must be attached, created “the new 
offence of indecency between male persons in public 
or private.” There was no evidence that the ac- 
cused had committed the offences in question in 
public, neither was there evidence that he had ever 
debauched an innocent youth. All his accomplices 
“were already steeped in vice before Wilde met 
them, and two at least were notorious and self- 

blackmailers.” In his Autobiography 
Lord Alfred Douglas admitted 


confessed 


(1929) certain 


“familiarities” between himself and Wilde such as 
might occur among boys at English public schools, 
but he declared, “of the sin which takes its name 
from one of the Cities of the Plain there never 
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was the slightest question. I give this as my solemn 
word before God as I hope to be saved.” 

There was no evidence to show that Wilde had 
been guilty of causing any social damage. The 
clause in the Act that made his conviction possible 
did not appear in the original Bill passed in the 
House of Lords. The record is that it was intro- 
duced and assented to in the Commons without 
proper discussion. 

The personality of Oscar Wilde is well revealed 
in this book and its good as well as its questionable 
qualities are brought out. The general tendency 
during the few remaining years of his life and ever 
since has been to overlook the valuable qualities— 
quite aside from the further contributions to English 
literature that might have been expected from him. 
One incident may be mentioned. During the trial an 
item of misbehavior was charged against Wilde-— 
for which, apparently Douglas and not he was re- 
sponsible—on the questionable evidence of a cham- 
bermaid at the Savoy Hotel. Wilde, through loyalty 
to his friend, would not allow his counsel to set the 
matter straight. Editor Hyde states the possibility, 
however slight, that if Wilde had told the whole 
story of this incident he might have been acquitted. 

Heredity and pituitary dysfunction were at least 
two of the factors that produced the nature of Oscar 
Wilde. His behavior like his physical appearance 
and the things he wrote was expressive of that 
nature. The holistic view of his actions that may be 
possible today did not characterize the court pro- 
cedure of the 1890's. Nor was the fact considered 
that his “crimes” were not listed in the penal code of 
10 years earlier. Nor was the question pressed 
whether he had created actual social damage. 

Paradox was a conspicuous feature in Wilde's 
life, and it is so characteristic of his plays as to 
become almost monotonous. He made an interest- 
ing reference to this circumstance that may be 
worth bearing in mind. “What the paradox was to 
be in the sphere of thought, perversity became to me 
in the sphere of passion.” The first was one of the 
hallmarks of his genius, the second of his pathology ; 
and pathology is primarily a medical matter. Both 
Oscar and his father exhibited sex deviations, the 
latter in the hyper- the former in the para- direc- 
tion. It was only the parasexual that, once it was 
made public, society could not condone or even try 
to understand. In Wilde’s code, “Sins of the flesh 
are nothing. They are maladies for physicians to 
cure, if they should be cured. Sins of the soul alone 
are shameful.” And he continues: “To have secured 
my acquittal by such means [betrayal of his friend] 
would have been a lifelong torture to me.” And 
then he turns on Douglas, to whom he was writ- 
ing, in this revealing sentence: “But do you really 
think you were worthy of the love I was showing 
you then, or that for a single moment I thought 

you were?” (Italics ours). 

It is to be noted that no medical evidence was 
presented that might have thrown light upon 
Wilde’s inversion and perhaps altered the issue of 
the trials. 

The nineteenth century attitude of the public to 
cases such as Wilde’s is not incomprehensible; but 
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one may regret the immoderate language his Lord- 
ship saw fit to employ in passing sentence. Ad- 
dressing the accused he deplored the “Crime. . . . 
so bad that one has to put stern restraint upon one’s 
self to prevent one’s self from describing, in langu- 
age which I would rather not use, the sentiments 
which must rise to the breast of every man of 
honour who has heard the details of these two ter- 
rible trials... . People who can do these things 
must be dead to all sense of shame, and one cannot 
produce any effect upon them. It is the worst case 
I have ever tried.” The severest sentence the law 
allowed, his Lordship considered “totally inadequate 
for such a case as this.” 

This book has pictures of the various principals 
in the drama, among them Lautrec’s famous por- 
trait of Oscar Wilde, also several appendices, in- 
cluding a discussion of the problem of Wilde's in- 
version and one on the history and prevalence of 
male homosexuality in England. 

C. B. F. 


THe INTERPRETATION OF Dreams. By Sigmund 
Freud. Translated and edited by James 
Strachey. (New York: Basic Books Inc., 1955. 
$7.50.) 


The first edition of Traumdeutung is dated 1900. 
But Freud has stated that the book was actually 
published in November 1899. About the middle of 
October he had received two advance copies and 
sent one to his friend Fliess as a birthday present. 

This first edition attracted little attention, only 
351 copies being sold during the first 6 years. From 
time to time new revised and enlarged editions 
appeared, the eighth and last during Freud's lifetime 
was published in 1930. 

The present English translation is based on this 
eighth German edition. For scholars interested in 
tracing the development of the book through its 
various editions this text provides the means. The 
translator indicates that it differs from all previous 
editions, German and English, being “in the nature 
of a ‘Variorum’ edition” since it contains every 
significant change in the text since the first issue, 
including passages from earlier editions that were 
later dropped. 

Traumdeutung Freud considered his most im- 
portant work. By the use of many footnotes with 
annotations the translator and editor has sought 
to give Freud’s genuine text, his whole text and 
nothing but his text, making the book, from the 
standpoint of the present at least, a definitive edi- 
tion. The prefaces to all the previous editions are 
included. The bibliographies have been recast and 
every possible correction has been made. Particular 
attention has been given to make the English trans- 
lation reflect faithfully the precise meaning of the 
original. 

An appendix lists other writings of Freud dealing 
with dreams. Following the bibliographies (25 pp.) 
there is an Index of Dreams listing, with refer- 
ences, (A) those of Freud himself, (B) those 
dreamt by others. A detailed general index (28 pp.) 
closes the book, which runs to 692 pages. 

Of Traumdeutung Freud wrote: “It contains, 


even according to my present day (1931) judge- 
ment, the most valuable of all the discoveries it has 
been my good fortune to make. Insight such as this 
falls to one’s lot but once in a lifetime.” 

G 


Procress Psycnornerapy, 1956. Edited by 
Frieda Fromm-Reichman, M.D., and J. L. 
Moreno, M.D. (New York: Grune & Strat- 
ton, 1956. $8.50.) 


The Council of The American Psychiatric Asso- 
ciation established a new Section on Psychotherapy 
in November 1952 because of a growing interest 
among psychiatrists in psychotherapeutic techniques 
and the various modern trends and schools of 
psychotherapy. The first meeting of the Section 
on Psychotherapy was held at the annual meet- 
ing of The American Psychiatric Association in 
St. Louis, May 5, 1954. The first program offered 
by the new Section was at the annual meeting of 
the A. P. A. in Atlantic City, 1955. This volume 
is a publication of the proceedings of that first pro- 
gram with the additional written contributions of 
various other schools which could not be heard be- 
cause of the limitation of time, as well as other 
written contributions from various psychiatric 
leaders in Austria, England, France, Germany, 
Spain, Switzerland and South America. The edi- 
tors state in the preface: “We hope that this pub- 
lication will further constructive scientific exchange 
among the representatives of the many existing 
psychotherapeutic schools which have arisen in 
our field, and that this book will stand as a token 
of the continued efforts of the Section on Psycho- 
therapy to offer a platform for unprejudiced oral 
and written presentation and comparison of data 
by representatives of all schools of psychotherapeu- 
tic thinking.” Forty-one contributors of national 
and international renown are listed. 

The 352-page volume is divided into 5 parts: 
Part I: Introduction is concerned with the his- 
tory and philosophy of psychotherapy; Part II: 
Principles of Psychotherapy; Part III: Schools of 
Psychotherapy; Part IV: Present Psychothera- 
peutic Developments in European and South Ameri- 
can Countries; and Part V: Summary, concerning 
the present and future of psychotherapy. The refer- 
ences at the end of each contributor’s presentation 
and the author and subject index at the end of the 
volume are extensive, contributing greatly to this 
work as a reference source. 

Obviously from the large number of contributors 
and from the range of the subject matter it is im- 
possible to cover in great detail in such a small 
volume all the vicissitudes and ramifications of each 
psychotherapeutic school of which there are as 
many as or more than the number of contributors. 
Of necessity, therefore, only parts, separate phases 
or important issues are discussed, frequently in 
very general terms. Nevertheless, it is amazing 
what a comprehensive insight one gains concern- 
ing the problems of present-day psychotherapy by 
reading this book. Also, because of the large num- 
ber of eminent contributors and the tremendous 
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range of subject matter, it is nearly impossible to 
give a brief review without discussing each con- 
tribution separately, which would amount to a 
volume in itself. 

Some general themes occur frequently in many 
of the presentations. The question whether psy- 
chotherapy is a science, an art, or a combination 
of both is frequently asked, and the problem of 
scientific research and of teaching psychotherapy 
is complicated. The doctor-patient relationship is 
an often repeated theme. How active or passive 
should the doctor be? Is the doctor inherently 
endowed with scientifically unmeasurable qualities 
which enable him to do psychotherapy, or can such 
qualities be acquired? Should multiple therapists 
be employed? What about the community type of 
therapy such as that employed in group therapy and 
psychodrama? One answer to these questions seems 
obvious, and that is that therapists with certain 
types of personalities whether acquired or inherited 
can best use one or another approach, frequently 
depending upon the patient’s problems. The re- 
sultant problem then arises as to how the thera- 
pist is to know which approac, to use. Can this 
problem be scientifically studied ? 

Much of the book is taken up with discussions 
of the various psychiatric schools and philosophies. 
This is very helpful to one attempting to understand 
their differences and similarities, but at the same 
time adds to the diversity and complexity of 
psychotherapy. Some contributors are quite humble 
and admit that there is more that is unknown about 
psychotherapy than is known. Others are more 
dogmatic and pedantic, giving one the impression 
that theirs is the only form of psychotherapy, al- 
though they do not answer many questions which 
the therapists with the broader outlook frankly ask. 

The section concerning present psychotherapeu- 
tic developments in European and South Ameri- 
can countries, among other things, leaves one with 
the impression that the chaos of war has retarded 
psychiatric development immensely in those coun- 
tries, with the exception of Switzerland, and pos- 
sibly Great Britain. When one considers that many 
of the present contributors as well as other famous 
American psychiatrists originally came from 
Europe or had training there, it is astounding to see 
how America is now apparently far ahead of 
Europe and South America in both quantity and 
quality of psychotherapists. 

One adverse criticism might be made—that the 
reading would be easier and the interest greater 
if more case material had been presented to illus- 
trate the various psychotherapies. The few sec- 
tions where case material is used are delightful to 
read and easy to understand. 

In part of his summary Moreno says: “The re- 
discovery of the therapist is one of the chief fea- 
tures of this book. Instead of concentrating, as we 
do every day, on what we can do for our patients, 
let us think for a moment of what we can do for 
each other. It would be a most salutary thing if 
the 45 or more psychotherapists (and their many 
peers) who meet each other in this book would 
step out of it and meet each other in reality, en- 
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gaging in a therapeutic session for themselves. 
Psychotherapy should start with psychotherapists. 
Every psychotherapist is his own first patient.” 
This reviewer says: “Amen!” 
WituiaM J. Tirrany, Lt. Cor., MC, 
Fitzsimons Army Hospital, 
Denver, Colo. 


Tue INpivmuaL PsycHoLtocy or ALrrep ADLER. 
Edited by Heinz and Rowena Ansbacher. 
(New York: Basic Books, Inc., 1956. $7.50.) 


What is Adler’s present status? How useful and 
durable are his ideas on field theory, the structure 
of neuroses, ego psychology? Definitive answers 
are given in this compilation of his papers, which 
includes many of his published works in these and 
other fields, many of them here translated from 
the German for the first time. 

Inevitably a comparison with Freud comes to 
mind. Both from these papers and from a particu- 
larly exciting account of the crucial January and 
February, 1911, meetings of the Vienna Psycho- 
analytic Society in which the views of Adler were 
presented and warmly debated, one has important 
data on which to base an evaluation of his stature. 

The editors’ method has been to juxtapose frag- 
ments of publications from a wide span of years 
with paragraphs of explanatory and critical com- 
ments of their own in order to impose further 
unity and coherence to Adler’s written statements. 
In addition to a complete bibliography of his writ- 
ings there is a general bibliography of commen- 
taries on Adler. The editors’ painstaking effort 
is itself a major step toward bringing the work 
of this germinal figure into focus. 

L. Werxman, M.D., 
St. Elizabeths Hospital. 


THe Lecacy or SicMuND Freup. By Jacob A. 
Arlow, M.D. (New York: International Uni- 
versities Press, 1956. $2.00.) 


This attractive small volume grew out of the 
efforts of the Freud Centenary Committee of the 
American Psychoanalytic Association to arrange 
a display for the general public of Freud’s works. 
It carries out its goal of portraying some measure 
of Freud’s genius and of indicating the rich legacy 
from his labors. The author succeeds in convey- 
ing to the general reader the directions, changes, 
growths and possible implications of Freud's think- 
ing. He touches on Freud as a biologist, neurolo- 
gist and translator. He follows the development of 
Freud's thinking about the interpretation of dreams, 
the theory of drives, and about general psychologi- 
cal theory. He indicates Freud's contributions to 
therapy, aesthetics, mythology, anthropology and 
sociology, as well as to the study of religion. He 
concludes with a discussion of Freud's literary 
style. 

This book is recommended as an interesting and 
authoritative addition to the library of physicians 
or laymen. 

Ricuarp L. Frank, M.D., 
New York City. 


[ Apr. 
og 
& 
— 


May 
REUBEN REVIES, 


for relief of daily 


a true calmative 


nostyn 


Ectylurea, AMES 
(higher melting isomer of 


the power of gentleness 


helps patients face everyday anxieties and tensions 


j 
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New and Different * not a hypnotic-sedative — unrelated to any available chemo- 
psychotherapeutic agent * no evidence of cumulation or habituation * does not cause 
gastric hyperacidity * unusually wide margin of safety —no significant side effects 


Dosage: 150-300 mg. three or four times daily. 
Supplied: 300 mg. scored tablets, bottles of 48. 


*Ferguson, J. T.: J. Am. Geriatrics Soc, 4: 1080, 1956. 
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The will to work 
...and play... 
in epilepsy 


Thanks to your knowledge and 
judicious use of modern 
anticonvulsant drugs and therapy, 
many epileptics today participate 
in useful, often seizure-free 

lives. The four history making 
anticonvulsants presented here 
have been used with gratifying and 
proved results. With them you 
can individualize the treatment 
—fit the therapy to the specific 


seizure type. Do you 
have our literature? Ubbott 


TRIDIONE” (Trimethadione, Abbott) 
First successful synthetic anticonvul- 
sant... now an agent of choice. . . for 
symptomatic control of petit ma/, myo- 
clonic and akinetic seizures. 


PARADIONE® (Paramethadione, Abbott) 
Homologue to Tridione. An alternative 
preparation often effective in cases re- 
fractory to Tridione therapy. Especially 
for the treatment of the petit ma/ triad. 


PHENUROWNE® (Phenacemide, Abbott) 
A potent anticonvulsant to be used with 
discretion for psychomotor epilepsy, 
grand mal, petit mal, and mixed sei- 
zures. Often successful where all other 
therapy fails. 


GEMOWNIL” (Metharbilal, Abbott) 

An effective drug of low toxicity for 
grand mal, petit mal, myoclonic and 
mixed seizures symptomatic of organic 
brain damage. 


ABBOTT LABORATORIES 
WORTH CHICAGO, ILLINOIS 
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in psychotherapeutics... 


valuable adjunctive medication for control of anxiety 


“One hundred and thirty-five psychiatric 
patients |suffering from a variety of 
emotional disturbances] were treated with 
|meprobamate|] in private practice. 
Improvement of anxiety, tension, insomnia and 


psychophysiologic symptoms occurred in » i 
about three-fourths of the cases.” =, 
1. Phillips, R.E.: Am. Pract. 
& Dig, Treat. 7:1573 (Oct.) 1956 | 
Philadelphia |, Pa 
MEPROBAMATE 


2-methy!2-n-propy! 1 3-propanediol dicarbamate 
Licensed under US Pat No 2.724720 


anti-anxiety 
factor 
with 

muscle-relaxing 
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perhaps the safest ataraxic known... 


PEACE oF MIND 


ATARAX 


(brand of hydroxyzine) Tablets-Syrup 


safety highlighted in every clinical report, 


Depending on the condition treated, the effec- 
tiveness of ATARAX has ranged from 80 to 
94%. But clinicians have agreed unanimously 
on its safety. After more than 85,000,000 
doses — many on long-term administration 
at high dosage — no evidence of addiction, 
blood dyscrasias, parkinsonian effect, liver 
damage, depression or other serious side ef- 
fects have been reported. 


calms tense patients, 


ATARAX produces its calming, peace-of-mind 
effect without disturbing mental alertness. 
In the tension/anxiety conditions for which 
it is intended, you will find ATARAX effective 
in about 9 of every 10 patients. 


prescribe atarax as follows: 


Adults: usually one 26 mg. tablet, 
or two tap. Syrup, three times daily. 
Children: (over 3 years): usually 
one 10 mg. tablet, or one tap. Syrup, 
twice daily. 

Supplied: Tablets, tiny 10 meg. 
(orange) and 25 mg. (green), bot- 
tles of 100. Syrup, 10 mg. per tep., 
pint bottles. 

Since response varies from patient 
to patient, dosage should be adjust- 
ed accordingly. Prescription only. 


Chicago 11, Illinois 
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When attending the Meeting, visit our 
Booth where you can examine these 
IMPORTANT BOOKS FOR THE 

PRACTICING PSYCHIATRIST... . 


EXPERIMENTAL PSYCHOPATHOLOGY 
kdited by Paul H. Hoch, M.D., and Joseph Zubin, Ph.D. 


Taken from the papers and discussions presented at the 45th Meeting of the American Psycho 
pathological Association, this new volume is truly comprehensive and attes's to the variety of fields 
which experimental psychopathology has entered effects of drugs on clinical psychopathology ; 
inclusive psychotherapy; analysis of emotional behavior; schizophrenia; and many others which 
will help to bring about a science of psychiatry that is built on demonstrated facts rather than 
theoretical assumptions (288 pp., 38 ilus., S640) 


PROGRESS IN PSYCHOTHERAPY —} olume Il: ANXIETY AND THERAPY 
Edited by Jules Masserman, M.D., and J. L. Moreno, M.D. 


In addition to the progress reported in this field at the 1956 Meeting of The American Psychiatric 
Association, the editors have included important contributions on Pavlov, Rank, Korzybski, Burrow, 
existentialism, group psychotherapy, milieu therapy, autogenic training, and many other subjects 
essential to workers in this field who must keep up with the staggering array ol new discoveries. 
(In press, May) 


SCHIZOPHRENIA IN PSYCHOANALYTIC OFFICE PRACTICE 
Edited by Alfred H. Rifkin, M.D. 


With schizophrenia being treated more and more commonty in office practice rather than in 
hospitals, this new book, based on a recent symposium held under the auspices of the Society of 
Medical Psychoanalysts, covers in great detail each aspect of the problems encountered. (/n_ press, 


May) 


THE URGE TO MASS DESTRUCTION 


By Samuel J. Warner, Ph.D. 

In this unusual volume, Dr. Warner reaches incisively to the core of an urgent problem confront- 
ing mankind today. His treatment is clear, critical and definitive; his findings contribute signifi- 
cantly both to our theoretical understandings, and to the specific techniques sought by the clinician 
who deals with the plight of human destructiveness. (200 pp., &3.50) 


GENERAL TECHNIQUES OF HYPNOTISM 


By Andre Weitzenhoffer, Ph.D. 
Designed to serve as a text for the teacher of hypnosis at the university level and for the sel/ 
training of professionals, this practical text deals exclusively with general techniques, in contrast to 
the majority of books in this field which are concerned with specialized applications. (In press, 


April) 


Other Books of Special Interest 


DYNAMICS OF PSYCHOTHERAPY: 
THE PSYCHOLOGY OF PERSONALITY CHANGE, Volume Il: PROCESS 
By Percival M Symonds, Ph.D. (7)? 850) 
ESSAYS IN THE HISTORY OF PSYCHIATRY 
By Mark D. Altschule, M.D. (/n press, June) 
PROGRESS IN NEURGLOGY AND PSYCHIATRY, Volume NII 
Edited by E. A. Spiegel, M.D. (/n press, June, 812.400) 


At your bookstore, or order on approval from 


GRUNE & STRATTON, 381 Fourth Avenuc 


New Vork 16, N.Y. 
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Typical case: 
“unmanageable” 
schizophrenic 
patient is hostile, 
untidy and 
inaccessible 

to therapy. 


the “before-and-after” picture in mental 
wards continues to improve, case after 


case, with serpasil~ 


With Sernasil, 

patient becomes 

calm, cooperative, 
amenable to interview... 
as have thousands 

in this new age 

of hope for 

the psychotic. 


SUPPLIED: 
Parenteral Solution: 
Ampuls, 2 mi., 2.5 mg. 
Serpasil per mi. 
Multiple - dose Vials, 10 mi., 
2.5 mg. Serpasil per mi. ; a 
Tablets, 4 mg. (scored), 2 mg. 
(scored), | mg. (scored), 
0.25 mg. (scored) and 0.1 mg, 
Elixirs, 1 mg. and 0.2 mg. 
Serpasil per 4-ml. teaspoon, 


SUMMIT, N. J. 
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Controls nervousness and tension in the older patient 


Many agitated senile patients respond remarkably to 
‘Compazine’, the new S.K.F. tranquilizer and antiemetic. 
As nervousness and tension are diminished, patients become 
calmer and more cooperative. Often older patients take a 
new interest in their homes and families and once again 


contribute to the normal daily routine. 


Vischer’ treated a 76-year-old woman for the relief of ex- 
treme nervousness and tremors. He found that “after 
less than three weeks treatment with proclorperazine 
[‘Compazine’|, 15 mg. daily, she no longer had any trem- 
ors, was substantially less nervous and reported: ‘Doctor, 
I feel like doing and going.’ ” 

‘Compazine’ is rapid-acting, highly effective and has 


shown minimal side effects. Available: ¢ mg. tablets in bottles of 50. 


Compazine 


a true tranquilizing agent 


Smith, Kline & French Laboratories, Philadelphia 


1. Vischer, TJ.: Unpublished data from Clinical Study of Proclorperazine, a New 
Tranquilizer for the Treatment of Non-Hospitalized Psychoneurotic Patients. 
* Trademark for proclorperazine, $.K.F. 
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prescribe RAUDIXIN to break the 
mental tension—hypertension cycle 


*Raudixin reduces mental tension 


Tranquilizing Raudixin reduces the mental tension which plays a 
significant role in hypertension... reduces mental tension as yet 
unrelated to physical symptoms. 


*Raudixin reduces hypertension 


Blood pressure lowering effect is gradual, sustained in hypertensives 


.., little or no hypotensive effect is produced in normotensives. 


*Single daily dosage 


Discourages promiscuous over-use by patients... not habit-forming. 
I 


RAUDIXIN 


Squibb Whole Root Rauwolfia Serpentina 
Squibb Quality—the Priceless Ingredient 
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She Helped a Burglar make his Getaway 
W she sur. 


prised a burglar in her 
room. As he leapt for 
the window, she stopped 
him. “You'll be hurt. Go 
down by the stairs and 
let yourself out.” 

Calm, kind, and acutely intelligent, she 
had long ago learned to stay human in 
emergencies —by living where emergencies 
were routine, in the heart of one of Chi- 
cago’s poorest immigrant neighborhoods. 

Here she had settled down to her life 
work—helping people. No sociologist or so- 
cial worker, she left it for others to make 
this a science. To her, it was an art. An art 
she practiced so beautifully that, eventual- 
ly, while she was loved around Halsted 
Street, she was admired around the world. 

When, in 1935, Jane Addams of Hull 


House died, her little grandniece, seeing 
hundreds of children among the mourners, 
asked, “Are we all Aunt Jane’s children?” 


In a sense, we all are. For the work Jane 
Addams did and the lessons she taught still 
help us all. And they prove magnificently 
the fact that America’s greatest wealth lies 
in Americans. 

It is the character and abilities of her 
people that make this country strong. And 
it is these selfsame people who make our 
nation’s Savings Bonds one of the world’s 
finest investments. For in U.S. Savings 
Bonds your principal is guaranteed safe to 
any amount—and your interest guaranteed 
sure—by the government that represents 
the united strength of 168 million Ameri- 
cans. So for your family’s security, buy 
Savings Bonds. Buy them at your bank or 
through the Payroll Savings Plan at work. 
And hold on to them, 


PART OF EVERY AMERICAN’S SAVINGS BELONGS IN 
U.S. SAVINGS BONDS 


The U.S. Government does not pay for this advertisement. It is donated by this publication in cooperation with the Adveriising 


Council and the Magazine Publishers of America. 
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The BRETT SCHOOL 
DINGMANS FERRY, PENNSYLVANIA 


In the Luvothills of the Poconos 


Intensive, highly individualized personal training for a 
small group of girls over five years of age. Carefully 
chosen staff. Special modern teaching techniques and pro 
gram of therapeutic education. Varied handicrafts, cook- 
ing, nature study and field trips. Outdoor games, picnics 
and other activities. Comfortable, homelike atmosphere 
Close cooperation with family physician. 70 miles from 
New York City. 


Telephone Dingmans Ferry 8138 References 


Directors: Frances M. King, formerly Director of the Sequin Sehool 
Catherine Allen Brett, M.A. 


Child Psychiatry Service 


THE MENNINGER CLINIC 


THE SOUTHARD SCHOOL THE CHILDREN’S CLINIC 


A residential school for elementary Outpatient psychiatric and neurologic 
grade children with emotional and evaluation of infants and children to 
behavior problem eighteen years 


J. COTTER HIRSCHBERG, M.D., Director Topeka, Kansas; Telephone 3.6494 


ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 


AMERICAN JOURNAL OF PSYCHIATRY 
1270 AVENUE OF THE AMERICAS, Room 310 


New York 20, New York 


Enclosed herewith is $ . .. for one year’s subscription to the AMERICAN 


JOURNAL OF PSYCHIATRY beginning with Volume : Numbet 


ADDRESS 


Subseription $12.00 a yes P the Volume Foreign Postage $1.00 extri Canada and South 
America Postage $.50 extra v¥ Volume began July 1956 issue 
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PROFESSIONAL CARE 
FOR THE 
EXCEPTIONAL CHILD 


hundred retarded and slow-learning chil 


aren receive specialized, individual care and 
treatment at the Traming School at Vineland, 


N. J \ carefully-selected il, dental 


chiatric and psychological staff provid for 
their wellare and girls two vears of age 


ind up with the mental potential of six years 
ire accepted. They live in small groups in at 
tractive cottage They work and play with 


ldren at ther own level and are encouraged 


pote ntial 


to develop to their tull 

Ihe Training School has been a center for 
ontinual re arch into the causes, prevention 
ind treatment of mental retardation for more 
than 69 year Ihe beautiful 1600-acre estate 
is located in southern New Jersey near the sea 
shore. 24-hour medical and dental care is pro 
vided in a well equipped 40-bed hospital 


For mlormation write Registrar, Box N 


THE TRAINING SCHOOL 
AT VINELAND, NEW JERSEY 


NOW AVAILABLE 


ELECTRONARCOSIS 
BIBLIOGRAPHY 


! 19 ve put hed bit yraphy on elect 
During subsequent years we offered new page 
le Avor , 1 b y the work up t fate cor 
rect error ' pelling, et md add old article not 
previousiy known t ur researcher 
N w have ready a y revised bibliography 
T f t t tof is bound ett 
f r tting use a book 
f if abinet. It « tair 346 article 
pally yuage), by 341 auth 
phabe ally arrange j ndexed to the article 
t th t ppe 14 
There y-of -put lex 
t te 
Orde ted at post 
paid ght binding), $1.60 py, posts h 
v f flat-binding A f py (t y cover 
be f hed, uf tte quest edica 
br t foct y using an Electror 
rat trument, upon receipt of 25 cents for hand 
charge 


Electronicraft Company 
410 Douglas Building 
257 South Spring Street 
Los Angeles 12, California 
Tel: MAdison 5-1693, 5-1694 
Cable address: Glissando 


Keep and protect your Journals in this new 


VOLUME FILE CASE 


ATTRACTIVE 
INEXPENSIVE 
SERVICEABLE 


Note new price: $2.50 each: 
3 for $7.00 


Piease add 25 cents postage for each 
file ordered 


ORDER DIRECT FROM 


AMERICAN JOURNAL OF PSYCHIATRY 
1270 Avenue of the Americas 
New York 20. N. Y. 


AMERICA 
JOUR 
or™ 


WHEN ORDERING PLEASE SPECIFY VOLUME NUMBERS 
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esthrook Sanatorium 
Staff PAUL ANDERSON, President 


REX BLANKINSHIP, M.D., Medical Director 


JOHN R. SAUNDERS, M.D., Assistant 
ment procedures—electro shock, in- Medical Director 


THOMAS F. COATES, M.D., Associate 
JAMES kK. HALL, JR., M.D., Associate 


CHARLES A. PEACHEE, JR., M-S., Clinical 
and mental disorders and problems of Psychologist 


A private psychiatric hospital em- 
ploying modern diagnostic and treat- 


sulin, psychotherapy, occupational 
and recreational therapy—for nervous 


addiction. R. H. CRYTZER, Administrator 


Brochure of Literature and Views Sent On Request « P.O. Box 1514 - Phone 5-3245 


HIGH POINT HOSPITAL 


Port Chester, New York 
WEstmore 9-4420 


Ratio of one active psychiatrist for every four to five patients; each patient receives 
absolute minimum of three hours of psychoanalytic psychotherapy per week; highly 
individualized management, shock and drug therapies used adjunctively; therapy 
| given by senior psychoanalysts, and resident psychiatrists under immediate super- 
vision of the Director; staff of medical consultants; near New York City. 


ALEXANDER M.D., F.A.P.A., Director 


Chief Consultants Associate Consultants 


Steruen P. Jewerr, M.D Rutu Fox, 
Witttam V. Sitcverserc, M.D., F.A-P.A. L. Crovis Hirgninc, M.D 


Assistant Medical Director Clinical Director Director of Research 
J. Sitcversenc, MD. Mervyn Scuacut, M.D. F.A.P.A W. Kempster, MD 


Resident Psychiatrists 
Junius Arkins, M.D Frank G. M.D Epwin L. Rasiner, M.D Enrique Martinez, M.D 


Psychologists 


Mi.orep Lerner, M.A Leatrice Styrat Scnacur, MA 


CONSULTANTS ASSOCIATE PSYCHIATRISTS 


H. Harowp Gisss, F._ Gynecology Leonarp C. Frank, M.D 

Frank J. Massucco, M.D, F.A.CS., Surgery Syivia L. Genxis, M.D 

J. Ropman, M.D., F.C_.C.P., Internal Medicine Leonarp Goip, M.D., F.A.P.A 
NATHANIEL J. Scuwartz, M.D., F.A.C.P., Internal Medicine Daniet L. Goupstein, M.D., F.A.PA 


Invinc J Gratnick, DDS. Dentistry Simon H. Nacier, MD 


1 
. 
Wa 
| 
| 
| 
| | 
P 
| 
| 
| | 
| 
| 
| 
| 
| 
| | 
| 
XXX 


HALL- BROOKE 
An Treatment Hospital 


A licensed private hospital devoted to active treatment, analytically- 
oriented psychotherapy, and the various somatic therapies. 

A high ratio of staff to patients. 

Large occupational therapy building with a trained staff offers 
complete facilities for crafts, arts and recreation. Full program of 
outdoor activities. 

Each patient is under constant, daily psychiatric and medical 
supervision. 

Located one hour from New York on 120 acres of Connecticut 
countryside. 


HALL-BROOKE 


Greens Farms, Box 31, Conn., Tel.:; Westport, CApital 7-5105 
George S. Hughes, M.D Robert Isenman, M.D. 
Leo H. Berman, M.D. John D. Marshall, Jr., M.D. 
Alfred Berl, M.D. Peter P. Barbara, Ph.D. 
Louis J. Micheels, M.D. Heide F. and Samuel Bernard, Administration 


New York Office: 46 E. 73rd St., New York, N. Y., LEhigh 5-5155 


@ Modern Treatment Facilities @ Psychotherapy Em- 

j phasized @ Large Trained Staff @ Individual Attention 

- @ Capacity Limited @ Occupational and Hobby 

f _ Therapy @ Supervised Sports @ Religious Services 
= Plus. 


— oe - . Your patients spend many hours daily in healthful out- 


nV door recreation, reviving normal interests and stimu- 
lating better appetites and stronger bodies... all on 
Florida’s Sunny West Coast. 


Rates Include All Services and Accemmedations 
Brochure end Rates Aveileble te Decters and institutions 


A A MODERN. HOSPITAL FOR Medical Director—SAMUEL G. MIBBS, M.D. 
EMOTIONAL READJUSTMENT WELLBORN, JR, M.D 


PETER J. SPOTO, M.D ZAC RUSS, JR. M.D 


ARTURO G. GONZALEZ M.D 
TARPON SPRINGS | e FLORIDA Consultants in Ps 
PHILLIPS, M.D 


ON THE GULF OF MEXICO SAMUEL G. BAILEY. MD. 


Phone: Victor 2-1811 
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Founded in 1904 


HIGHLAND HOspPITAL,: INc. 


ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and 
treatment procedure insulin, electroshock, psychotherapy, occupational 
and recreational therapy—for nervous and mental disorders 

The Hospital is located in a 75-acre park, amid the scenic beauties of the 
Smoky Mountain Range of Western North Carolina, affording excep- 
tional opportunity for physical and nervous rehabilitation 
The OUT-PATIENT CLINIC offers diagnostic services and thera- 
peutic treatment for selected cases desiring non resident care 


R. CHARMAN CARROLL, M.D ROBT. L. CRAIG, M.D 
Medical Director ssociate Medical Director 


JOHN D. PATTON, MD 


Clinical Director 


LIST OF FELLOWS AND MEMBERS 
OF THE 

AMERICAN PSYCHIATRIC ASSOCIATION 

1956-1957 


Gentlemen: I enclose $ for my copy of the new 1956-1957 APA 
Membership Directory. 


Name 


Address 


Mail to: 
EXECUTIVE ASSISTANT 
AMERICAN PSYCHIATRIC ASSOCIATION 
270 AVENUE OF THE AMERICAS, Room 310 
New York 20, New York 


Nore: Directory available to members at $1.00, non-members $2.00 
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PRINTING + LITHOGRAPHING «+ GRAVURE + BOOKS + FOLDING BOXES + LABELS 


Controlled 
Quality 


for Printing 


Satisfaction 


In this new four-acre plant—one of the most modern and completely equipped 
in America’ The Lord Baltimore Press produces a wide range of high quality 
printing and pac kaging requirements 

Lighting and atmospheric conditions are standardized for uniform and efficient 
results. Raw sherscis reproduction methods and finishing processes are under 
laboratory control. Skillful technical advice, editorial assistance and functional 
designing are available to supplement our mechanical facilities 


Satisfying and helping the customer are our principal concerns. May we have 
an Opportunity to discuss your printing needs? 


THE LORD BALTIMORE PRESS 


Edison Highway and Federal Street 
BALTIMORE 13, MARYLAND 
NEW YORK: 477 Madison Ave CHICAGO. Suite 1928, 4443 N. Michigan Ave, 


LOUISVILLE: Starks Bldg., 4th & Walnut Se LOS ANGELES: 1241 S. Main St 
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SANITARIUMS and PRIVATE HOSPITALS 


BALDPATE, INC. 
GEORGETOWN, MASS. 
Fleetwood 2-2131 
Located in the hills of Essex County, 30 miles north of Boston 
For the treatment of 


psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction. 

Definitive psychotherapy, somatic therapies, pharmacotherapy, milieu-therapy 
under direction of trained occupational and recreational therapists. 

Harry C. SoLtomon, M.D. GeorGE M. Scutomer, M.D. 
Consulting Psychiatrist Medica! Director 


THE EMORY JOHN BRADY HOSPITAL 


401 SOUTHGATE ROAD, COLORADO SPRINGS, COLORADO 
MElrose 4-8628 


For the care and treatment of Psychiatric disorders. 
Individual and Group Psychotherapy and Somatic 1herapies. 
Occupational, diversional and outdoor activities. 
X-ray, Clinical Laboratory and Electroencephalography. 
E. James Brapy, M. D., Medical Director 
C. F. Rice, Superintendent 


FPeancis A. O’Donne M. D. Georce E. Scott, M.D. 
Tuomas J. M.D. Roperr W. Davis, M. D. 


BRIGHAM HALL HOSPITAL 


CANANDAIGUA, NEW YORK 
FOUNDED 1855 


Individual psychotherapy, occupational and recreational programs, shock 
therapy, selected cases of alcoholism and addiction accepted. 


Special consideration for Geriatric cases. 


W. Roy vanAllen, M.D. 
Physician in Charge 


CEDARCROFT SANITARIUM & HOSPITAL, INC. 


R. F. D. NO. 2, COLUMBIA ROAD, SILVER SPRING, MD. 
HE 4-9330 HE 4-9320 


Nine miles from Washington, D. C. — In rural Maryland 
Dedicated to the Care of neuropsychiatric disorders requiring specia] supervision and guidance. 


Individual and group psychotherapy, occupational and activity therapy emphasized. All other 
accepted therapies are available. 


H. E. Andren, M. D. 
Medical Director Member of N. A. P. P. H. 


XXXIV 


| 
| 
| 
| 
| 
} 
| 
1 
| 
| 
| 
H 
| 
| 
| 
| 
— 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 


COMPTON SANITARIUM 
820 WEST COMPTON BOULEVARD 
COMPTON, CALIFORNIA 


and its Psychiatric Day Hospital facility 


BEVERLY DAY CENTER 


9256 Beverly Boulevard 
Beverly Hills, California 


A Fully Accredited Institution in the Los Angeles Area 


G. Creswett Burns, M.D. Hecen Ristow Burns, M.D Max Hayman, M.D 
Medical Director Assistant Medical Director Clinical Director 


FAIR OAKS 


Incorporated 


SUMMIT, NEW JERSEY 


A 70-BED MODERN, PSYCHIATRIC HOSPITAL FOR 
INTENSIVE TREATMENT AND MANAGEMENT OF 
PROBLEMS IN NEUROPSYCHIATRY. 


20 MILES FROM NEW YORK CITY TELEPHONE CRestview 7-0143 


Oscar Rozett, M.D., 
Medical Director 


Tuomas P. Prout, Jr., 


Administrator 


FALKIRK IN THE RAMAPOS 


CENTRAL VALLEY, N. Y. 
Established 1889 

A private hospital devoted to the individual care of psychiatric patients 

Falkirk provides a twenty-four hour admission service for acute psychiatric prob 
lems. Out-patient facilities are available for suitable cases. A continued treatment 
service is maintained 

Members of the medical profession are invited to visit the hospital and inspect the 
available services 

Located 2 miles north of the Harriman Exit N. Y. State Thruway 

50 miles from N. Y. C 


TELEPHONE: HIGHLAND MILLS 2256 
T. W. NEUMANN, JR., M. D., Physician in Charge 


THE HAVEN SANITARIUM INC. 
ROCHESTER, MICHIGAN 


M. O. Worre, M.D. S. Green, M.D GSRAHAM $SHINNICK 
Director of Psychotherapy Clinical Director Manager 


psychoanalytically-oriented hospital for the 
treatment of mental and emotional illnesses 


Telephone: OLive 1-944] 
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OCEANSIDE GARDENS SANITARIUM, INC. 


Licensed by N. Y. State Department of Mental Hygiene 


A Private Hospital for Active, of 
Nervous and Emotional Disorders, and Addict 


ELECTRO CONVULSIVE, INSULIN AND ENDOCRINE THERAPY 
DYNAMICALLY ORIENTED INDIVIDUAL PSYCHOTHERAPY 
OCCUPATIONAL AND GARDENING THERAPY 


KNUT HOUCK, M.D., F.A.P.A. IRMA K. CRONHEIM, M.D.. A.P.A. 
Supervising Paychiatriet 


ysictantn-Charge 
HANS w. M.D., A.P.A. THOMAS A. NACLERIO, M.D., A.P.A. 
Associate Psychiatrist in Psychotherapy 


Clinical Director 
LUDWIG LEWIN, 
Administrative Director 


24 Harold Street OCEANSIDE, 1. I., NEW YORK _ ROckville Centre 6-4348 
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RING SANATORIUM 


EIGHT MILES FROM BOSTON 
Founded 1879 


For the study, care, and treatment of emotional, mental, personality, and habit disorders. 
On a foundation of dynamic psychotherapy all other recognized therapies are used as 


indicated. 
Cottage accommodations meet varied individual needs. Limited facilities for the continued 


care of progressive disorders requiring medical, psychiatric, or neurological supervision. 
Full resident and associate staff. Courtesy privileges to qualified physicians. 
BENJAMIN SIMON, M. D., Director Cuarces E. Wuire, M.D., Assistant Director 
Mission 8-0081 


Arlington Heights, Massachusetts 


RIVER CREST SANITARIUM 


NEW YORK CITY 
Founded 1896 


Modern Facilities for the individual care and treatment of nervous, mental, alcoholic and 

geriatric patients. All recognized therapies available according to the needs of the individual 

patient. 

Courtesy privileges to qualified physicians. American Hospital Association Member. 
Approved for residency training in psychiatry. 


Layman R. Harrison, M. D. Martin Dollin, M. D. Sandor Lorand, M. D. 
Medical Director Clinical Director Director of Psychotherapy 
Twenty Minutes from Mid-Manhattan 
Astoria 5, New York AStoria 8-8442 


Phone: WINDSOR HOSPITAL Established 


Cilestnut 7-7346 A Non Profit Corporation 1898 


CHAGRIN FALLS, OHIO 


A hospital for the treatment of Psychiatric Disorders. Booklet available on request. 


Nicuois, M. D. G. PauLtine R.N. Herpert A. SIHLER, Jr. 


Joun H. 
Administrative Director Secretary 


Medical Director 


MEMBER: American Hospital Association Central Neuropsychiatric Hospital 
Association National Association of Private Psychiatric Hospitals 


Accredited: by the Joint Commission on Accreditation of Hospitals 
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“MYSOLINE" effectively controls 
grand mal and psychomotor seizures 


Control of seizures was obtained in 57 per cent of 97 grand 
mal patients where “Myso.ine” was used as initial therapy; 
an additional 22 per cent were improved.' In patients 
refractory to previous standard medication, Pence? obtained 


improvement to complete control in 70 per cent of cases. 
In his study, ““Mysoine” was added to current medication 
and in some cases this was replaced by “Mysoiine” alone. 
He observed that patients can usually remain under control 
without necessitating dosage increases above the established 
maintenance level. “Grand mal convulsions, psychomotor 
automatisms and focal motor convulsive disorders respond 
most readily to this drug.’ 


NOTABLY Free From Serious Toxic Errects 


Urinalyses and blood counts during therapy failed to reveal 
any abnormalities.? When side reactions do occur, they 

are usually mild and transient and tend to disappear 

as therapy is continued. 


“MYSOLINE:’ 


Brand of Primidone 


in epilepsy 


Supplied: 0.25 Gm, scored tablets, bottles of 100 and 1,000, 


LITERATURE ON REQUEST 


1. Livingston, S., and Petersen, D.: New England J. Med. 254:327 (Feb. 16) 1956. 
2. Pence, L. M.: Texas State J. Med. 50:290 (May) 1954. 
3. Berman, B. A.: Am. J. Psychiat. 112:541 (Jan.) 1956. 


Ayerst Laboratories « New York, N.Y. + Montreal, Canada 


*Mysoline”’ is available in the United Scates by arrangement with Imperial Chemical 
(Pharmaceuticals) Limited. 
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VOCATIONAL COMMUNITIES REMEDIAL CAMPS 


ACCEPTANCE THE HEART OF THE 


DEVEREUX Schools’ tech- 
nique is “acceptance” of each 
individual child, whatever his 
functional level of performance 
or his present degree of matu- 
rity. He comes to feel that the 
professional staff members with 
whom he comes into contact 
have faith in his capacity for 
growth. 


To assist in this the staff pro- 
vides the student with a wide 
range of therapies—medical or 
psychiatric treatment, psycho- 
logical counseling, or psycho- 
analysis when indicated. The 
same staff evaluates every boy 
or girl on admission, in order to 
determine individual needs and 
to ensure proper placement in 
whicheve of the score of home- 
school units that is best suited 
to his needs. 


Professional inquiries should be addressed to John M. Barclay, Director of Development, or Charles J. Fowler, 
Registrar, Devereux Schools, Devon, Pa. For the wastern states, address Joseph F. Smith, Superintendent, or 
Keith A. Seaton, Registrar, Devereux Schools, Santa Barbara, Calif. 


UNDER THE DEVEREUX FOUNDATION 
HELENA T. DEVEREUX, Director 


Protessional Associate Directors 
ROBERT |. BRIGDEN, Ph.D. EDWARD |. FRENCH, Ph.D. 
MICHAEL B. DUNN, Ph.D. J. SCOTT, MD. 


Santa Barbara, California Devon, Pennsyivania 
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